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PREFACE 


After publication of first two volumes of this compilation, there were further 
writings mostly as a result of requests from important organizations and persons. The 
nature of these new papers was such that I felt it worthwhile to bring out II] Volume of 
compilation. Some of the early writings which were left out were added. I came across 
my note written in 1973 on Delivery Systems in Communicable Disease Control and 
Eradication Programme — Some Problems of Research for a Future Set-up. I was 
surprised and distressed because that note was still valid. My two publications: Epidemic 
Polyuria in Man caused by a Phycomycetous fungus, and An Epidemic of “Polyuria and 
Polydipsia Syndrome”, Epidemiology of Poona Disease, were included in Volume I. 
However, two unpublished documents throw light on my early thinking and inferences. 
These are included now. I was also impelled for III volume by the healthy response I got 
after release of the first two volumes of ‘The Writings in Public Health and Preventive 


Medicine”. 


Papers written in Marathi were excluded from the earlier compilation because of 
the number. These include talks on radio and articles in news papers. Both have 
reflection on programme management and health system research. These are now 
included in this volume. I went on weeding my files and landed on a report by Dr. John. 
H. Bryant, USA. I was also reminded that he had arranged my talk in New York at 
PAHO on “Up-scaling of Micro- into Macro-Projects”. While I received international 
appreciation of my contributions to public health in the rare award of the Honorary 
Fellowship of the International Epidemiological Association; second Indian after late Dr. 
C.G. Pandit, I felt that some extracts from Bryant’s report would be sort of external and 
independent assessment of my work and thoughts on public health. I decided to make it a 
fitting ‘finale’ for III volume. He wrote what I said, but which I did not record. A recent 
award, by the Public Health Foundation of India, for Lifetime Contribution to Public 
Health; and 9" Ved Prakash Oration, NIHFW, are also added. With globalization public 
health is going to be very nonconforming. I visualize that by the year 2025, Primary 
Health Centres, especially curative care by PHC medical officer, may be redundant. 


I acknowledge my indebtedness to (late) Dr J. K. Adranvala, Ex-Director of 
Public Health, Maharashtra, for much of my style and approach. My close association 
with (late) Dr. B.B. Dikshit, Ex-Director, All India Institute of Medical Sciences, New 
Delhi, and (late) Dr. C.G. Pandit, Ex-Director, Indian Council of Medical Research, New 
Delhi, has also influenced my mind tremendously in many ways. I am grateful to many 
of my friends who have directly or indirectly helped or encouraged me in my efforts for 
health development and promotion of practice of public health. My wife Smt. Suman has 
helped me in many many ways for which I am indeed indebted. I express my sincere 
thanks to my friends for encouraging and facilitating publication. 


Pune, 19"" December 2008. Dr N.S. Deodhar 
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ARIS! casa fart 


(Marathi Writings) 


(faeantta a ee eee Ray 
(For Extended Refere volume II) 


. if is idberal) 


| : 8 eth 
eae sen sie rma H balins Mae 


; call 


cal at Samar eet wa aiatite 
WT ae. A Wa wel vast ag aear. 
Aa Te da det aad. GMa wart 
Sra ¢ waar fast [ase fara feasii] 
aaa Uerr fais werd Star fey At. wer 
oe AA Aaa, Fae Yale aT HATHA At 
AM Wedd « 


wa wa: wares Aah ar AT TAT acer 
Aes Ud AI. ABT AT oT Ue ay 
WAIT HOA FAI YS WS BT sre 
ae. Aad Ararat oPRadt wer yrs 
ee ee eee eer 


Pong 
Tart |r00000 | e000 
Tarra [2000 [e000 


Tit AHsatias hao steaq ser 
aa eat er am ura daca ude wa oa 
Ut Fae Ble Ard HAT Asa. Wearasaiad 
A TEM TA aed. Weg era, facil, Fas 

TAM MetIdel Ale ATOAT VAM Mt Sara wT 
WSHa elt SAH . 


SOMA [Aetiology]: €4AM- AMAT a oA 
At AeA Sara TTT Ware AR Sid oTacH . 
SGA AT WA VAM ated A GaaTaT Bs 
aaa A oa St. AGRO, Ae-gFee aT 
mare OT PT AT MGA Sct 


Wari silat [Natural history]: Pats aT 
TT hed AMM Alea. aT Ws Siar 
garaae AMal OTA Welt Heald. Qa TAT 
ee FIT Aa] Tae Wat HrcA « 


dyad Asean THe aret are Rear. ar 
Pert art 2 at 2 fasten ara] 2% Atay 
Tad Wa Arad [Primary viraemia] . gaa fe 
Radt wird aet ae feed. are a aaz 
asad dod aad, Gile, are a 
Beda AMAMNCA AAA areolar 
adr Ystt [Phagocytes] aT TATA Maga 
SCAT. TAY BAS A sHawpea areten Uae 
ad Aet. at Uoiten ata art qe asia 
HGS Ud Wed I Hel Hora = Ara Get 
Uqel Tadd Waa Atal [Secondary viraemia]. 
a AM Bae ci feaarsada feat. at act yal 
aa ey ATA. ae eae Arana 
TTA vat HAIG A tara yee fey 
arma Fat at eaarat preva APTA. aT 
Hod AIM Aled [Incubation period] aA 
edd. AAR AI Ho 0 a ev 
(eaqaral staal 

Yaa tata Fray aT THe 
TAM Stara a fem sae arta 
aad. ORAM a Aan wWerawda Far 
4 [eaaral area TT. «a aa 
THEA cated AA Alea Aa Ala. Gea! AT 
ANAM Ui SOM sa - Ula - 
Td Weg 4h wad. ant a 
Didersara eahear stampa ward ys set 
Tel. ART A aat tara amy aadiet dire 
Tid, a WEA =, ot wa 
quad Sada - 
dra way 8 Tea oe ast a aT We 
Yat. et ama fea at woe? A wow” Saar 
ATA AMT Mare facet sat Aa. WS a 


SHAT AIS AV, SSA SMT aT FepedeHeat Yee 
qa Var art AY a a] AAT 
T Yara Ararctad Sera AMArnar 4 
mit WaeA Aegl Ad. aM war 
fa-a at dea feast waa ae-aray Sram ey 
rant at arevardt steer tt. | STAT 
qT SHEA Arael daar Hal ett Ware Ase 
qs SHIT A Hal Alaa Aaa aA sania 
suiat deere 2a. a dear ver ae 
aoa ffrerle aa. a Wada ade 
corTsaGt ae aaa anit earn as aftr 
HEM ATT. FA aa a da feaaar a 
Wieard waiter [ara] saiat aa. 
SMI erat Tis at ycourmage zd ae. 
Weel FT Aldea feast a ae AeAAP wa 
Waa Go dl. satea east aaieaa 
Gicat Bae ed. al FATA Yet Uaet 
SET TAM Ted . AAT HET aT Gates ae 
aad - Adds at a at Wedsarnar ag 


I IAA UVa MTT APA aaa. 


cdtean yard Area ¢ e.aen anh we a 
Nady cara we aa vem Raat open 

Te Aad Fa TTA yrs ware Rastt Ry 
CANT SATCORT AT ATE. VTA SI aT ara 
aay eit. Sa. TEM, aor Peal tier 


mart = yo fayay aresd- 2. 
rare AST STAT AAT ATPTOUTT ebIH Ate 
aaa Saad. 3-a St errea aelaconya 
ax oa at dh ard wa ated Stet AIT. WarA 
de I WS A AMMA Gre fara GAMA Ale 
at. x. a Wa sort yo ade 
aaa al AAA YOUrTaT SACaTTAMT 
qed « 


Wireat SY 8 aT APT WIM la ser Ay 
aa AAA Ald Yel vara ara aay 
Alea add - 


g- Tata SMa eet (Haemorthagic 
small-pox)8 adel a AAR AIGAA Ueld - (3) 
A SWS MI Pos Sraqvagara artsreat 
ad. A Var I Fe aes aad. aT 
vad TAM ont aataeat ae Astrea saz 
Taran atte dant seg aaa. wit 
aah act qpaaaaa aarat. tar Strat 
Po ey arrays age arora aq wea 
aa. al a areca crattat art crear zr 


ATA. At ASA Tam ate aaa. aenf a 
ata (A) Seren ait sae. 

ge aa edt (confluent small-pox)3 alle 
Tar ca Meu lear. ame Ufear saaa 
Tele Sa FH a uatasit ada Asa 
WAT. A veErIaS TERA TAT ara oa. 


a fara et (Discrete small-pox)’ aT 
TART FG fee SSO Ale Aal. ar APTA 


ve. emda edt (Modified small-pox)é 
AT AT Bret WA Tar otal Be szoTI 
aA a TT Ue anda serra mag 
AH Ad. A aes Wa sar, vata 
la SAM are Waiter at araratga Aart 
ard 42 Bqedd Bua ala. a Boers 
AN Fee Wel gad. a wet ae 
cara Tara Ui ara sce Aer a 
AT ATI Fed Ae. aT ar 
Tedd. a ara Amarr aad ara aad 
dia maaan eae an sed. arash a 
fersra ata (Investigation)s eater aToT at sat 
me AA Al AAI eda AT atregvara 
cara rare fae adt varionddt yea 
San SAA aT ATA 
gary ala (Smear test)3 a Weta Saat aa 


Wal Hd Saya ora. Te yereotanfraa 
Fa BMS ITT AMAT aArasaHa AAA. 
ara at Were areas 4 ara gear 
al. Walts °. faire carr mes Hai va 
ard Alt. sare Wiedman awit saeco 
Way eb fat AMSA mas aera. 
TA TA (Staining of the smear)é al Gra DAA 
9% AEH (Absolute Alcohol) I Att SAMA Fart 
q Ade UIA (Paschen) Wed Hoa {ah 
Tad. 3. GMa MW adat wa oa 
QT THM I Say yeresterart [x 2000] 
Tre maa fora feces fear [a 
aaa ASM ategt aot ) tara sary 
TEAM stele VSdd. ¥. a Waid sda 
Aa, Aaa AT Warroad cieniar 
aa ah Wa SA art ara a faeeqe 
aaa. [aaa ara afedt aes sacar 
Indian Journal of Medical Science Gt Aihara 
Fel 4 VAl Aare Taal Weary freer 
wg Weta | 

Terra ferepict (Complications) 8 Tela ar 
qalicaran area edhe Wiese sty 
Mid Wat sel HAA. Ad Wd, 
Wattstaa (Nephritis), AAAS, VATAP Ta 
aah dar Soar ardarel ay squad a 
aye wid avardie sera aad. wer 
Trea ata att yeaa faces aaa 
(Encephalitis), fetferey WAT aTe (Poly neuritis) 


sara aera ¢ waaye — aren fra aHreargal 
SoM Aaa seat ait waa sae les 
wa ot. awed - wad, aa 4 
qa Aaa yo, TI, aa A 
at ueht 4 «=«?. Transl aed ada 2. 
TPA AACHATCAT SPIT ATT SATA ae 
TPT ae Be area area aqqala 
HIM FI 8 eee 
WaT let ¢ GAMA I ad TIM Tessa 
alt. Ads 3 Aleds. aAldle WAT 


Waa Sa 3k. wares Waren sd) are 
TS SUG TIA HA TAT AT. 3. WA 
JOT BA UH at cagaratatad saz 
HM Wade As oH ay. TT ALTA 
Adds F sale Warean Aaa sae 


aadiat aaedra 2a rt Stara. wv . aA 
ae AIT Hist SahoyT ANAT W. TMH 
Awargat Tara weit area A AAT 
sara ora rari anton ware yetet Arasr fears 
Shem aid weld. &- sot Aldea 
Toren wa SHI Ma BISA Fact 
Tae 3 eared wa ava area er at iad 
aren UAT seit edhe qa erqq sae 
area WT Zara AYA HAL Stal St MS Baga 
Wahid Gard FACT AAI Ba Ara aa 
fefeat Ad Tel 


fafiise soreraisray e eatear tart fatsree agit 
GMS UTAH ATTA Atel. US 
ad Soar antral re ay sie sues ate a 
Fa arent Adar Pte rot oat aT 


AAMT 8 Poche TITAS fete eareat Tear 
at FT WT Yl saa aio aaa. arya 
aera aa rer afar area seracied 
aan ferpit Rat gad. aia ara di 


SSSI AO os aaron Regt Prior des cael 
CTT ATL 


WENTZ AlSahe Se, 20(&)3525-530, ASA 233) 


ard . 


. cdl Pret acre 


cal et UT wea aac at ra. 
Carel MISH Tact Vee WS see Ter aaa 
AMS Ae. anaes eared wa cra tT at 
a wma mam soa! andi adr 
ere AT PTT sTGeaT Aa ea. ATA 
cat FY WAT AeA 2/2 yl He 
UAT ad. Ua His Aa eal sl Sa Act 
a ATA Sal St UT Sea Aa HA. aT ET 
Te, sAaRa, aa, siete, afer, a 
ae fae Sat at Ardt ayyl sarerast 
ail Ale. AA A plete, Fas, feet 
TAN Facies erate sate APT Zar 
Pamrana aR warm  aeaa. 
aA TAM STII SareaT Alot use aS 
aad Ae. sea Aaa sfsterara ArT 
we Ae. TU ede ays at, ara 
AGI SAM a alts aaradt at aa 
TA Ase Arad watt aed. ASAT 
Ate ASAI As AIIM AMA AT HA 
TAM Ale. AAs tart wa era soars Hrs 


PIAA Stet FERIA At Alera vers eres, 
WSN , AHA ASW F Yoo aT Meat a 
HUA Ale. Fear Alesay 2863 Wa Al aay 
Fas Ud det. A aera aor var 
IA ATATST 4 AAT 8 e3 UGA 8 Alaetar 
CTH Woe AMI ate. Al Aateld Ard 
Hg Uh AMM Alta Hes Ale are AM As 
AL YAU, Faye Sat Seat IY stra Are 
a Wet ddé edleteer a arg- 


Mila ait Waid aa area. Fase eos ar 
atatara Mam saa wai ast ava 
(DIAZES) Cort So Reet are - 


maria UT eat at va arate a ae. at oH 
TATA At Wat AGU edt. agra oes 
Tel Wet AMat A sa at Ara faa ar 
HAT. WATT BS AT Ft Ure Geese AS 
aq sar at aera Aa. eT ar tera ong 
wat AMAT alcatel fee ae. eae 
TEA, savage Aaa aera Para. 
qa Uret aret fate warren tstia yéter are 
aq. a ae Wt eam ea a der faa 
art. UT ast Aer wa ume fas 
ASH Act Aet. ey aa 
aR art aa SUA: Ina = FHA 
Samy Taare Gast accra er Ast wee ATT 
mT Ud. Aaa: area faa Pasit sat 
Te WS. Pearce Va ZI ay aed. 
TAIT a 38. 4 ATA vO. & a Afeas 
(203 ST T 204 SM Heese ) Sa TATA 
Ted. Waren warn dla seat daa. =a, 
WS, HAL GT SMa ATA. Treat Fereaayr ear 
Saeat sed. aT seat fra feast 
Tara ama wap fare card oan fea 
ad a frenataca aaa wart at at ala 
ad. WAH demMat a qat saroaary a daz 
Bre-Welae a SAM AATIAA: STAT fey APTA. 
a ad Stan rae vara adt Ged. ATS 
aad aeaat faa. ot & san 
Me eld. Ara Hess BUaT Ala. AT lest 
WT UAT GMA as A. OO area 
at Jat area oie at. dae at Glsiae TIM 
aad. FW aed aedsanat GT Wea 


AM. Hisar a ar ar tafe Stay ea 
da a ara yar ope aa ahr are ST 
Hel Alt aa AAA. TaATA SAM Sat AT 
od da ASIA AAA. Al WRIA Waray 
WY veo aad. fete ata da cara wi a 
Tard were Hs fart fart Alea Add. a 


Ta Als AM ald a AA WT Bead. at 
WI AAAI AG, Wesst, aaa yaerar 
faa Aeodd Ald. Grav saat fara 
Had Gl, Yo ad Mae AlS-eed WS 
lel STAT AL AGA avayara Are ala. 
Tara se ara aac at TT aaa 
Se ale aera aad. ara aan 
ort aT TH aeUa (eel. 
SaeTay AT APT AAA AT Aaa Aaa et 
Tae Mae ae aad. aad veltaa 
arel fragt ome. qattsra far was, a aR 
frp erarnte a4 a ama aad. way 
Tees 20 FXO TT AMT Waar. 


Wael cat AM al, AEM Seer Fat 
rd sata oar acon afea Patt ay. 
aaa: tage eae. | repre 
Diente Sate wa cracart Rat ara ay. 


‘cat Utd soe” say Tay ast aa 
Mata Aeqaar ad, aia as a yore 
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gana Aaa TT ad. et Aa AH F Ws 
aqut, saris Heo, TAT areal fever Ta 
hat add a ad wedded. a eda 
aqme «at let | area teat 
Tar | aad AT. TAT 
aa saat Sera a TGA sata 
Aran sed. STRAIT TTA ATTA 
afta area Wet, (AST, HIS, TM TRENT 
ay sara Tae ata. ena aft aeqery See 
Sahat Geld St Sra SMT SIA Hearse HAT 
TAM Saal, Sa AMC Gd - 


eal a A Fee TT sae aT aT 
SHIM SAH ACTS Wa Alel. Sara APM 


adran tramp aa. era aren ater 


aad areal eI sara WT Srarepar 
THT Slt Ae. AAS AI Hart sara 
Tara Aad AIA wart era wT ala 
Tel. Aare Ste St eS THe HARA ATS - 
arta oqat care Tart ae sel say 
ad. cara ag seater wer fe Radh aaa. 
arent ween aaa 4 Ie Adair sae 
aut Ut aed ara ottidia 24- 
HAM TST UST ATA. aT aT rear Ssat 
Ta sat eat award seat oa. 


TS TTT ena aren tard fsa 
cmrT Te aT aT Seat HeoaTTS, siesao a 
Soe Soar eres, MT sree Ae ae 
amare a Treat aren Pesce eararét Pres 


aT Aa AMIE Bea vary 


a. a wa ama a ada pe ae a 
Tae AMAA Fe sari age var Area 


awa oat at art adl oamratier 
Masa er, anh Garaget adr a ane A 
Miata areata (eae dale acai 
q) ae ware Sonera saat = arrears 
ae. SUC aT Maran a aaa 
oral Adam Waa alata ANS ar teen Ulaase 
PUA AAT A AT Mel Hew SI Heraa 
West ATs eT ATT 


SATA aa Mads Toa ane. sdrea 
Hara (SIA) Me AP wATyat eset et Sas 
mA Aaa Bit ota eat, aay a aearat 
STGATT STAT Fetewareat BAPTA Vos Arch 
Carat Areat AY as ad aT MS fede 


ly 


ret PAM etd. et wa Aeadeat acciate 
Gd Wars edt. aay at aa wr ae 


Uae WH yA ae seas ead. ara 
mara STaT araear waa eat Peter arora 
HA ANT BAe . 


MIG: Ft HME TATA 
aaa atid Sat aretr Sa. Al Start Fei 
da nfgara ara a, aren 24) area. 24 
we AAT Ce Aa Aare aaa fear a ara 
Hele Ca aera. HTM sroeata at Sat 
oleae YS cae qa. eal wiecaMart ot 
Tica cect Patt aa dt qa 3 a 4 qatda 
ead. aT sca ax at aah tdi wa arent 
wats até. sal serait ydlet aac 
eareis- (°) al tat Sera ay eH AAA (2) SA 
aad Hh aed. (3) ar afte waesr 
atited sae anit sae arg aaa. feta 
mala Uae Wa, At, IMT, ead ys alt 
wat. ST BS walt ara saa 
wad. (v) edt area eq 4a ar aa 
RTA sat APT APL aH AI. Sat aHrewaraz 
fear Ua cdl aA Ere west. aa a area 
aol preven fat aa TTA. a grt eat 
Het Aad; A Aaa asa ec VArar. 
AIT MATT Oia ART ales STA AAA 
TY AY Aa. We YAM, Ta eat arevarar 
a aS Sree Tart eat area Marea ae asta 
at MACH Stora Aol aKa eset. 


AID %%—2%3 ASAT 2263 


3 HSU 


ay oat at Beat Are ee AT ata fers 
Gaal Se I Ahad atta aed. aA 
aq. WT aaa Mada Sa a Tass 
Mada FR seawall a ae aT 
(HERPT) GAT Ae. SIA Arernfasaara a 
gare aedt Sete a qermaasta seta 
qa ara aed grat at ater aariesezat 
ad sd AaRda aM Asad aA ear Ae 
FIH FRA Fala StS ae. 


WT ayaa ae aera aaa aaa 
Sed. A UH SIT FSI at aah 
Alte Als Bl CSAP Aas Aer. 


SYM MANA AMA AA Al SAT 
cate ver faire Saas eat. ad AMT ated 
ca ST Waa a. Te areas ae az 
aa faa saret a apeiten fda 
Ae. FI wot ada acoirit arabe 
gered TAA AIM Sorte Co za ay Ahit 
AAT TENT ASAT. OT aBreptaT 
Set 20 24h TH aahia vars aaa. 
Se sae sakearat aa ware wast 


ad - 

area wae at a aera eater 
aiatia vara ih Salat TPT Ware se 
Freqed od. AM aera femora VAT 
ca aafad aT ara ota. SST ST Sar 
TIM Ua TT AAMAS Had Ara Ua 
Md Agi Bdddd vsret yar sr are 
SUNT Wel. HAA AT UH WI Alot AMT 
FU Ota 


wT aaa git aca 9 sit Rad seit az 
ard aaa Waar Sa Uo ade ara 


OR ced AST aleoda. afr 
Soran WT sa Aega aa aA aft 
FM Aled Ta WAG SLOT Aha 
Ta erat. 

aye war wad an 4 aes 
TI aerga sar awqar aia a 
eet aid. 4 ada dra ans. sar Aer 
WT Seer wad senate aa scar 


rs MIA Tt AT aaa ar YS sitar Praga 
PAM et. sar Area el a aha a arg 
STITT TA AON AT ae. Aa aS HVA 
lela BT ATT . 


a nage afte mat sr: ¢ acter 


(M. leprac) EAT. 2 BSAA sigyES 
CII AI Ase Ae sl al & Array 
at We. TT Pa aaa ea ast Ry 
UT Aes Ad. 3 MS as qT Ua 
(Lepromatous) ANT AMT TATA TT Aaa 
RA WGI AAA. FS as AAMT 
(Tuberculoid) tara it amriae wrtgaa 
aad arett. Tuberculoid trea quater 
aq eat Lepromatous *raren ala 
FAM. © TT Sera aval aT 3 a 
FO ITA ST ATT SIN SAT 
comm + ea fred aaIt IT a A 


TAT ee 
eet eter. it 3 ea | 
& CoraaT ArT area Paget Gre eraryat 
TAM AMM Ales. © ara sare 
HOTT Al AT AH AAT. 

AMT Ae RPT LST HTT. 
TT hat 4.20 a Aart ae ae. Fat 
Taga ST AEM &- 4 APT Are. 
Herr ACSA 83.8 Za WAT ses 
aq Ae. Te Acer orang gat 
03.8 ah WAY Soa Ae Alea. Ara Aa 


AME °30¢ FES ASO Hewat 


Grad Wat a AMAA aa aed Alacra aida 


aaa at I “atest sear sieeeqe am ulerH tea Avs sein” a seaer St. a.7.2qer 


OMT Al Mae Asetet S fara - ) 
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Ys HEA Aare Meister YT: 
HI F Aol steers 


erat arent Sta FT 8 FO AeTaTeraaT 
HATA TATA Al HATA TA HVAT BATT 
We Ad sd H. 3 Sl Wald Ale Ble. 
art ana ge fevarvaer sé. “rerTegTa 
ar go ag SY Get UM AHI Wy 
Saad Aeris Aare faddt Hear”. ar 
CMa Aad Matsa at APMytda ferare 


ROM BM Aaa ae aa a. araiaw 
Wed Sh MAT TAT Pa Aaa Grego 
Mee Ae Ae. Alea Sa Aa AM Gara 
TAA ATMA AAA Al stat aa. 


Wl agate at arya ome asiengs 
ar aed qa at MT Waa aT Hee 
wars Al. Gerd Teas Het ae aa aeaHis 
S gale 7 aperman fda ate vara 
Waris aed. art agate at = ax 
TERT TAA. AIR Sorat WaT aerate 
CO teh aalatin vard saad soa 
AIT SSA AAT TTA sitar 
Ta. A Geet 20 cad APH alate vars 
Fea SAT Sater saarara Sa CaN 
PI Treat area RTT aera Ara are. 


eames one WPT etaeraniy az ay ey 
ae St Sar Ad ACUI Age qq a wer 


arrear atéiy Preugdt sit. I AM 
ROTI Bat Fel HO Aaa A saa 
araaida AM VaEret yar ar ara ome 


wr wafatrd salt area sit aad seit a 
gor Wart. OT A ail aA 
ASI SA Hel Ae AIT Taal aA 
RT tt Hel wed at wh was 
THT 20 FT 4 SPA Aenea Ga 
Tapia Seiwa SRT. area aaa eTCHIT 
Hora WT eM Mog IH wed ae. 
AM AeA Aaa Wa at aT aT 
TAIT Tat - 


ays Sar wedi aM seg 4 
TM eras sae aevaar ar Ber Ae 
ae att a ada ara ae. eat saa 
HOT AAT ASAT seg Aa aa ata 
CTI sere Adar aaa. wt aha 


(98994) Teta Ware gee oir 
Tada TY at are aay wa fat 


Hse ad & Aaa Bea aaa. at ere 
Wd aaa asa era at zat. saa 
FAM aH qesees ae waa ae 
ISI SMT sod sa AeA at fee 
HSS MI Heat aa. Aalta a fat feat 
et 


od Ya Aedes werd vay da 
arse AMT er sea SAT asia 
HEM AS. Tit Aaa FA we A ¢ 
Cah Sr Marl aaa. oy et AEM 20 
q 24 SA See. OAT TEM FA a 
aor Ge ce da sam edt. (aa aa 
AMT Sat Al VHA Wi aret.) afar 
Tard Wt St Aled I HA AAA WHA Tear 
aga fest Ha? AM sell sey ae rect 
uate! 


add (sim aoe) sem aden 
ROTI MYA HSA Alt Welt. TA Hoy 
aad Sed ale. a aqradl aaa ad 
Herad Masao HO Ate a eae 
mt ae 3 qa Ard asa. Ada 
ee ae ais ene ee 


ATT ATA Ara AMAT AT FATA HSUPA 


AdIo 20 Altar 22192 


at 


Aad PA Wt Soa Aa. BcSer Trea 
Gt HMA aAchlieth SIAaAM aT Yaa 


Ferran aes aT era 
Te aT area sat (art ast are araee Aer 
aga ae sS) OT os faoare ona 
SUM. AMA AT ASA Feel Ara SAT ara 


rat ariay ara quest =a ada ad 
aA Fata Aa a Widedd A ea 
aed A ee agra até ater faa 
ATA Faas HAGA St Ara. Aas 
Med Moet St aT HUT. «Madea 


airmat ora eer ar. AM STAs 
zat ata quia afore den ae oar 
TMM SST Bara SIGE = aTeT 
TAMA HAM ASN AAT Brea faqat sre - 


qt faa ariort dal ava 
He Sta9a etd 
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G I Widaela SAA 


@edt ede ora ae od A 
S-A. YF e400 ae ANA “ada” 4 cal 
AeA AMAT HST PT ATTA 
aqSa Wears wed st. sal vitaaa 
Mala MT woQe AeA ST.usas Gar al say 


cara WMA Ue Aaa Vat Wea 
aera A Ale frat al sae sat 
ale AM Feat Alt aed Arel ar? arart aT 
Tit youra fest Get alPracat al, ‘Act 
PIU AT SIAM, AS ATA Sat APT ST 
Tel. S.aa asad ded. aA Maa 
aa Hel AMT Great Aad Atel HT A Ara 
YScial Wevard arta . 


ew F ose a aa a aera Aare 
SST Acie Alea sala Gert wa 
algt St. Sa Gt a fey at one ad gare 
am a aoe we at area aa 
wisi wa erat sere at act ara ge 
Tad So Sate Tact age dt Ma aa. 


carat vam ofa sad Rai aa 
FA FS TH TIT arta Aorta Say 
eae ea at Aart wT seygqvarar gota 
OAT ol SAG Teas Aaa aera Zari 
wa Seva eer aan ar ay dena 
ATT TT MIR Sat alt edt Saera 


ASAT AM AAMT SSHA Hg AMT Ct are A 
Sava sett safer st Were AQT AAT 
aot fi@ara sane adrar APT MTeAeT 
ara ast Pay Mahe - 


qd HA A Aa WITS VAM Steere 
Wer shld Wedd sel. Add faa 
TOA AT Aa Masa SATA Fs Alt. 
ame Wa widles ‘Eses wala aa 
aaa at APA sed fara WAM Arid at 
AAW Ae ANS Med. Watery vw? a 
20° AAS AMM aca al agar aaa 
Te Wed. AAA Uae Poa ae “ora” aae 
Heat Wa at aal qAard sa aa arid. 
Gea A aa art a aa sa 
Red qa et. Wesrst ae (Searaest) Fist 
(acm) dana (ear) ont sare (aia) a 


2 feaama aay a yeas gale west 
TT RA aoa at aro at yonder 
can feaaqreal vane «SaYyad ARITA 
AIM sot aaa stat ae A atera 
FAIS AM AM Bsr aaa ane. say 
St. St. et. fate oftar ott ater sear 
H.ua.A 40% a teia (% Aaa 
TIT At Ah aa ara sahara 
APTA AA Aaa stat Wat Areas 
THOM At ae). sitar Bra am yeondta 
AIM aa Uae aang atetana aaearar ai 
Wed Sh Ft Ag Meer ATET 


2 Ri age aden sere edi 
(Hracitar) at ware ad. ume waata 
TERM Aeqe APTYL ASrT at fAesardiet Het 
aT daa om fieeardia gag arma Greta 
Tae Ae ara a art wacita 
Wid «= Gash Seat aa. 


¥ farrat anit arta & eet airs 1 eo 
HoT Ata. at Vat foaasar (eanEs) ae 
Misad aa Para (Curative) 3a Hal Yara 
WT alia Ha AA Mara sa soe 
Tet. A ert aad FH sla at tq 
ar AAI ara wet yraoard ara sath 
Urea esa aT Meas aa aT oleae 
SM Ha aad. ees Utd wir 
UN Al SSI Be Alt asa TT SS 
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wT aa st sat at ar aie vader 
Gea Wee saat Feta aa aad. oT wa 
Tate Hater STA Sia APA APT 


& OT wT Ulddda ward gered yer 
aha seeqe yas FY aa wad aM aa 
Tl Utada ara STAT Braga AAA Zla 
Tae Cl Va SaAa setae wade 
ond . 


AZIM SAAT L299 
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" AERISSTe AACA 


daha area usa wd AAR 
Aare dafeda anit amen araarit frafea 
Were FT Fee ST GAT A AAMT TeaTeTT 
ae aS eT 
(Hera) AT rea Tarren «ota 
SAAT BT ATT SEA SAAT TAT ASAT 
Tat aud a wea. ger deen 
Tae Hel At AS APO Ara AgreT Past are - 


TT ST ASST AMI Tet TAT aera 
Ma ASA a HA Gils TPN Gea ora. 
Aa Aaa feat aa omit aguante 
TROT aT ara “ara” Pear “gat 
AS" UT ROT sera. ara oe yaar 
aro FIM Tea ATM eae FP say 
TA SAIS AEM Stara ANT a sora 


eT a aa Wren aedea aia 
AM ATCT ATA ATE ae are AT. aH 
Sealed HMM AMAT AT Arey aes. araa 
TOA SI FS TAM Hee ast asrara een 


WETSIT Wve Mel FAI UAT ax 
SAT WW -¥ ATCT Wok wey ar zap 92 aaa 


ret ATT. ATTATAY ATT ATT TATA CAA 
aot Progr aerate ero aaa TAT ATT 
TET Tel FIT Cove ACH AAereT ST SATA 
cee STANT 0% Vet Ge AT Ae. FYA 
qe Be ae. weve Ae 34 AG Hacc 
AGA Wok Ail ke TAA GET Arete 
TITS RATA aaa eT 
adit arrdtéel ator aera Ser tea saa 
Had aaa ae. Fre oA ara 
crastr ystet wea ra ren af 


adit Pega abe ware qaqa wad 
et AM ARPA aera yedi sl Asa 
ATT AT AT TP FA AERTS AS aT 
AQ AAG AIS Teer Hvar Borst seit 
He. 20 BPRS eewow Wa Wes sara 
Lael ATT serait at. has 20 aatgaT FON 
Seo Ae AEM FAX 22000 Apia Fara 
WM St Adit 40000 F ar ciara sma 
AIH TA AMT org aaa ar sAA 
“edt Uae wa” eravaren ardaaren “Sat aq 
Pact” oar wit aaa ad ame sada Bat 
Ra ae sat ara aera wasiar aaa 
feerea aearatet sits fag ar wader Fear 
as Well BVA srg Aorst sat snea.. 


TT AMT Arete AT AMS sar Ah uae az 
OM Fat Ted fat AA aaa ary ston 


mal grander ater ae ema an 
SUDA AUATAT dl AH ae Ad. wa 
arre Semen aaa srs aaa rear ar 
ASMA A ata Asal eal a Pees 
SMTA ATT AMA Se relat Ala Mea aed. 
aad ary Fafa ar amar Prenrida 
avarne a wea aed ariaa srg 
We Soar Tet ao Ferrera Hara WTA 
HOM Ble 


usa aan Pee ae Saw 20 /24 aul 
Fal PATAPA Tae UAT PT VA SHAT 
ATA aay Haw AEST TUS 
GA 8 SHlet cles AAT Get Sa ata Sey 
2 ST MMT Se OMT Aaa AM ata. 
Team Ware Aes seve Pat 
Ted AT AAI WH BAe ata ze. 
cmd at yd aed anit aaa 
feaararal end Saher Ardrear srarea 
AT Asa AM Taq YT sama 
eI Td SRO A sara aromaret 
9343 Ae atl Mad seen wea faa 
Wiss Ara aera ST. St. aT. aT Hew 
AMG HAL HMA Bel. egke Waa a 
CAVATATA 2342 Ale Aeltaray saeaNgae Hea 
Tea TATA SHAT LS. Slat AT Vas Atel 
pad % cea Ae. =a aS wag 
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SST 8k UN wea aa Peer acer 


reaarg Pert a aT TAY 
JT... Al wari aay Asa usa 
aggre VARI Atel aaa Ara aster 
AA feqaarel Gor APT eA Ale rear 
vidal At arvararét faa gam server 
set. Aye wade aaa aga at 
ae aan Peres Ag Mod ast AT A 
Ted Seal. W&e Ae FS AIT A SHAT 
ev-R4 TAT AUT Gael ater. feraranyS 
TY at Me Hera shies TAT al edt. 
RQEw-K4 A FAY MSM AAT ea Tera 
TAT Waa UA APT TT TPMT Haw 
ated. Ua feaara Prerrd aor rar aaa 
Ua Zc. 


and wt Wad farsa aca 
aq Sih al Sled. Ae ariel asia 
at diet WPT SRT sat (2) feaararear 
Tat. (2) dere aria zagqas Pat 
aie «aca «-YeeaTaT ST 
HizaTid AMT sired Arar semeT sy SAAT 
Haat Yao. (3) Waiesa warciia Foo 
Ta Tad Hae lat a aga aware 
erat Aaa. (¥) Hera a A aa Alea 
TATA SOTA eS feta Fat PTA 
amet et aaa (4) Aare state 
arsa 4 leaned aaa Pam aad 
ace Was ae. (&) area anit 
Feri Peasrgas AT ATeaT | Te 
Hleaa Hat satay aa oto feat 
STAT AMA SUTSaTSIHS Seley Fete. (wv) 
HA Ade VAST ato aT a rea AAT 
MSVaa Tala APTA BOT Seana Tee 


I AN FIAT HIS feared 
aeamne—sAT. «= sCTTTS RRC 
ard weer Aoavare set. ar fsrara feaarara 
Teatt VAM aad Yad aa Uae IQ 
SHSATAT WPT STONE Aled Ara eaAtaT PaaS 
aaa AA SyaT AM FAA MSATA 
Alor wk Ae aay Haale ela 
TH Yaad F Mamet Savard Asa Al Award 
TA ¢ Sade HA Garert Aral a deaa 


AMTANS Acre SAA Usa aS SI 
Go arenge Ae sia a ats Paeeara oeferes 
Td WeaGarAaN srelt a Aae UP aia Dart 
Tet BOATS! WAPT MA Asa Ta UOT 
aa ad Aled. Fas, WI, aye a 
SW aq Ae. oO faa sa act wae 
aaetet fate Tease, WH ara at arsvarct 
doa Ueda WP asses Ja sea. 


ara 4 aq Pasar qeaadi 
arcirean fereran are tondter Raa are 
ame eae feaag Pie ae ara 
WOME HMMS Se AERA at Uy 
ara Get oT aA ait Set. 2) 
Gia oe Seca abies ata a arava 
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caferanrit aia ar corer ETAT ATT AeA 
ae . 2) wari arier ser feaeetr ania 
matter sig Ptonia % fear ae AT AT 
ao UIT Head adit. 2) WA THAT 
Raqaqaadt are HMA SETA AT ree 
aia yaar Bat Ast 4) AAT SAAT 
ae ease. «S) eH TTT 
SAMA TAA SATA ATA Glzah ATaHTI 
Tar 4 vam award adit. wo) feararratia 
aaet toa aang HAA Mata ara hes 
Tadd Mer 3. fem sores edit. ¢) 
Peas ANIA HAAS Ate HVA 
Alea BAe - 


eet Woda ae Sa APM ecto 
(Haar) Wa TMT alla are AIM APTA 
A Ta Wa SOI aA ATA Sara 
OAT Wael ASAT AAs AT HAAS 
OAL SU AMAT Feed Hay APSA SUT Set 
Ad Aled. ASIST APTA FSET A ASUE AMAT 
aes oT acer at Gears area. aT Gere 
at Mara Ae. St vad sciars wit sea 
gl GA ae srasraral aia staat . 


St Fa ae wm a ag wm ae 
ada SSG Hed Mat ata faa ara soar 
am a a mia aaa anra foam Prem 
SA SSA reat Te ar art ar a- 
SMA HAT ASA VATA ae seq Aa ane. 
HS WIM Oras Hea ae sreiey Raa 
WIG 4S wet are FF afer wr WaT, 
aT I Sra aes Herrera wae Salt sea. 


aa Te tds ae Fas oa 
x Riveard feet ain @2 care ama 


Ae ated. Ulddaa aa araqvapdét ev 
Mead at. ah. Gt. Ss GH Set SPT Za 
Wht Ueda 8 A we APT AAMT 
HUA WA SoA Acie ae. Uh srt 
art a Werddat TT aaa Aa aa. at 
AA MS Ast Ag AM se 


SI st Uh Ad dla aati wa aga at 
qa aM amd sftat ae aaa 7 
Waa stat. STO aera Gara Pstqancr 
Tale Utd aa erqvara aay erat 
TS GAT AleteT ATS. VEY AAT LU UTA 
PITA ATT SSH Alea kc Wi IPA 
WS Ba. We 0k WA Haw 2040 cart 
HIT Aa ATT Set Adley wv Wiha Sac 
& fat arg Alera ste. 


aca, Sha Gra a wala Ferret ZT 
TIGA Pa aroma & da an aed. 
Tea Were ATS Sa & Fara adie 
aa Fa | ater cael starrer fateh overt 
APSA al tact Waa Ad as. Sa yA 
TAM at Sal 920 FRA 02 GWA Gel Hwa 
ATA AMT ated are « 


TAT 20 -¥0 FUNGa Malt SAE UT aT UH 
aM Fas At Waahe AT II Haq SUT 
TENT St UT ATA Stee Ae Ae. 
2934 Ae A UM AGM MAM V2/o0% Fat 
yaaa Ale As. AT vo Ale Ara Ws 
3000 Warm Ae Sa Waa APTA ala. 
mer feaara Uiateararal 840 ATT TAT 
Heh ATA hale AAT ST AS AAT 
cra Tae Hoa raat AT Slat “wey” 
A TAA WA AIM AY Aes AT S43 AAA 


TMT A We Aaa wet al A aaa 
aM. UT aad aq wih at aq yg 
AAT THAT WR Ae ASIA AT SI 


ae AMT aed ase Hod se - 


a Tadd Uh weet aa ay qyAE 
a Sah ae. a Me A Arras 
mead ye see eater soar aT 
Witaae soa” aren (Wee sat Jer aq 
AIA) AW aaa sae aa. aatt ar 
AMA ASMA SH Ake ST ATT Uap 
AMT Use al at AMT OT aT TIT 
Ud. Gaal Steet Ae Ade A ad Haae 
a Tae AAA. TOT WaaT at HT TA Bre aH 
TT AT SAMOT tet aT a Ues welt TANT aT 
qa AT AA Al wea Ase aT aera sues 
Al. St Ae Waray Hat. ARPA Brae az 
TAT SA UT al AA BI vay AM 
aud APT. Sens Arar Aa aH aa 
UT Aa cay. cat GH Ay WA adil wa 
cra. fea aH Aa RIA MTT ales 
AMA HAT HT, BAM Tela Tada Aad 
Mba AM ASG AeHara AravaaaT SAA - 
Md HOGA APPA Brae HAAN, AAT 
Oral Seiad WA AM Gade Gla 
FATA Sh ASH Dia wa Tet f TIS 
ariart aédt ait yee AMT AAA ST 
a AMla wet svgrarél area fem Bao 
HAA AM AGI aaah ae. are wast 


qe Heda Wel GSA Wa SATA 
THe 4S Wade AY Ua YEO A Us al Masa 
Aled UA APA GA HAHA Haas 
dae Mam tat WAT Maeda SIT rear 
omy fara “sar” ara ARra Hareat 
WA Mara Aah AT Alar A A Madera 
Tae AM swat ae. saha as as ad 
aq ae RT Wedd Ulddea Soar 
TMarMMada Asya ute Hogs sdhet asi 
A Ale. Aa Up preps Wor faceardia as 
Fgh A Meat Fer eT YS acer ate safer 
h.s-UF aged PT areal aad Waa aA 
SUAT Ae AGT AI v8 Mala AAA 
HUG Ale se. A areal HHA oon 
dT Sate Aaa salet ast ara seaA 
HUA Ud BAe. 


gesata anra aq i saw ae 
ATI UH Fea WMS AAA AA 
at a SM ara gern Peer 
Isard Hat waar Fal 8a Faw aoe 
Varn fea eran Seaesra arses srry 
Fa AA Ware Age ane ar att area 
Se THM SAT AW APTA sta stots oP Radi 


Vacate! ATT «HERTS ORT 
Age APrS Far Aaa Bw Sg ae. 
a Re gt are aie ent ana 
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Ceara outa arid fe aM FarTeraed ave eH 
ate AS A Ald WO AMET Ae - 
qr aera arra rere fata Aa 
Sq Ul Uden Aid gaara eleHraaret 
S. EPT Ge aad Sada Set wae AAT 
as Naat at Meare SET aed. Alaa 
aad ase Fa aT SMT AAT TARA 
Qs Sade ToT a aga sce At Mera 


e ° 


qatar aera «= ad Teta 
aqyvardt Pert aadiet ded Aaa oA 
STI Went Alaa APlestararet areata 
ara Bd Fada MAPA Aaa aay sear 
éld Be . FAT Faecal TSO ATA STITT 
Saas Tara Wasa ae aa sear 
Pome ada Seat SA BT Baca 
qt Maedt oT wioatd Fear are ant dt 
Tera Aart wea Morea ays 
oA AeA FIA Ass sity era swasaga 
Tete Ara, area Aged GOATS, 
Tada OMe aT fT aor AHA aed 
TAT AAT BI ss, Ua vars fer 
Ace Ae SAAT AAA Sa wa art, 
Peri ard asa creme suite ae 
Teal wees oS MM A. sae aT area 
eI Gea Ia wade dian ae 
TART aaa Poa aster tre 
Pera Aras wart ara a ara Pa 


Fela Aes woo St. a.7.2an qs aR. Ray 


ly 


ah Wed Wel. AM armed ved aaa 
qt eh aS ae ae eRe 
AMA AAI Wade al at pa 
Waa Sas APL APT. GOT ter Ua ape 
Fath Waa |Our. 2S em 
Matas AT Pa At Fach weit fect 
VAM Hada Sa AIA HAT Bes « 


Ward sam ST aed. soe 
MRA wO 2h APT Haw Tl awe. war 
ad fat Weare aoa aaa. aera 


AMT ae arent caeocarel fade oct ard. 
faeeate eT aT Sm OA OT 


Tarra ATT at Gaal AST We OTST 
Aled . Weed A 68 AMT SAAT ATT we 
let BUY WMS. AMT Aaa AS 
ae. (A ASAT HIT AMAT 204 BINT 
Buy Al Alt Aled. Ail Taw Aas ve 
alet AI Hea Ba et Ardler. area 
UMTGacaa WAM AA AAT 3200 
mead Far farett alevara adhe SMS aT 
msatdal Fra asad Maret art Foy PTC - 
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Wit Yaar 


UP Se rears at oT | Sta 
Uist sarel ae TT afta we ae 
UM TEA YER AAT St AAT Fara GATe - ) 


AS HAT. ATS UM Old elt AA Ha? Ua 
(omlommral IT AT Te Yacht Aaa a We 
auld sid. aera Soar meade! a aie 
faecalis Aavaara ja Ard. feel Alea 
Tetd AT Acid AlSdd. Hara are 

doard Ue ard acer sola stad. Waar 
16 hdd Stat S Wl AGIA Tesla Ae Act 
AMT APH erat AS StI getter fatetra 
cet oar auld aad. qvararee eeTA 
THs 8& fates weit toa sara aad. 
a fatetrar ara amar sla aet. are SM 


Me qa adt suf fate ara sae 
Wars AAI ae Had TT ara? Way IMT 
Gea AMT Wot areata IT Aeal Uaa 
Wael a Set arectt Sarat. fatetrarqt 20 
AMT A APTA Waray amar ae we Aa. 
MASA Aol AAEM HMMA 3 Aerax Wa 
Ald. Gra Tar oes fasta 20 Aleraz 
Ue TT Arse sr Grd Ala Heel War 
WI FT aA SA aT A HVA TEA SATU 
Wa MAAAT SA Atel US. ATT ATTA 
AGT Woe a Ses oMTGraSaray UIT UHM 
Wal Gad A Heal Asal VAM Aleaat Ase. 


Toararel ez a Fae UM Gravararst 
aa Se aT ATT. Da ATE OTT 
It cae sel aaa am ant fatea 
feel UM Ae Sorel vat ant Ara 
Weel AS cae a a AMMA aa. aT 
Were a ATA aM we Alea. TAS 
Te AMM Gel Masa. aT TT area Area 


TOMA Mest Sat ae FS meet saat art 


at Aad a a Whi qr ua sea 
Tedd. WT AM TA Teta ara tars 


THAN ATT © Blaeiar eee 3 
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suey aera aT ATTY SISTA Pa TVA 
ary are. Pastas FAA PATNA STO ATT 
Gas are al UM rey ee Hy Stat 


Tad. UO Saar AS HA HT ST AAMT SA 
SHavara Were we faa HOT AAMT wast 
Font aaa. eal slaral WaMNa Sart 
HU AT. Aa aac AMAA Ss aI 
Wade We Uh Maca Sa ale al SI WT 
oa. Wt Area st aes fod 2 a 2 


Ted. Gd aga wy as aad. GAS wi 
oral (eae Asal ae Aeah Wid FA Gala - 
aa Aedes IM Feige aera weasad yes 
Tad TT aie PIGS WAT tea Sat sree 
ad. ST gat ata at set aaa az 
eae aT oo st aTaraT Aroaerer Fs TTT 


sete aeMaTac! Bae aera Pega Tear 
OM A. Wt GMa Ue saa ad qa 
Ta AM ase agate qe aeq aa 


C 


Wael “Silay @ Sat ala ale. UH Aw 
ATI Fle at TT aa eH THA. TT 
ST FT APTS aT rset ST aay aciga 
aed - 


Was TAT A at gwar far arama aa 
DAT I Sol AT Sret NST Feces TTT 
Ta SATS ASA FT Va SATA 
dod ae a aM Aq at ata faa 
Wt ST. AS OMT ard Aag AAMT AT 
Wear aM ah Weal. Wd He Ad 
Farssald VAM a ae A AS WMT at are 

SUM AAA sta Mesa UH MNS ory 
Tat A Waa Ad. A AS WT sa 
Aad UTA yASSad VAT Te A 


vaya wild 3. AX Wedd. aia sea 
Aa Ad Ae AME Add. Aca 
Geta carcos SaHIgS (TITASAT) BHT g - Te 


WENT HA ea? War Teo oN ae 
AM APTA STA AAA. Wa Tee AAA 
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Weara acter 


aod at seu aa. aaa aaa Poh 
TR ait adrat wad area aaa. 
ad. aya ont usta aa. eae 
faetadod War aoe Ae Nea ae a oi 
aera as stat ord a fafettdara oi 
Tala etd. fatetraradt ey er aanar wa 
aa sgt a Wet at wart 
aM Waly ae HU Ale al az 
Wed. Sal. Alel Aiea wrTa APA 
Marea AM RAAT AM Ata TAS AT 
Nhdld . Waa Alot AAPA Vere He Weal AAT 
qe veld eh aed. Gara cre fy 
Tee Al Aas AAI AT AA Bara sea 
ara 


aes a quad ait tH 8 «AT fea as 
wet at eararet aetatt  T ae HeH 
PATA WA Fat A AY Mad. Ada Het 
ToT Waa MST Yee ATT OTT TA 
Tq lead WT at aa Basa der aaa 
TF WO Bat AY Meh - 


Tete GR s “saya va foam eT 
fat aiferasrat aa Gare ae”. AM aTARM 
USA MATT Ace Tt eet ae ST GT AT 
Wt Yad Ad. wrt anest Meer a 
FAI Hele TW Fae allt at TOME 
STATA BA. AMG AeA Sat sald. Wz 
are FoI Ae Mea | IMGTaSarat 
qgth Weal Tea Ta a ae 


HT Welt At. AS FAINT VAT ATA 
Te UM GATS TAT aT Aa 
TAIT AMT SF. HOTA AT Gre frag set 


Wada vant faa wa cod acter? 
Tee WAS sea TTT lea 
HEMT Hea ATT. AAA WMT MV A 
FU A Fel Ua Aaa. ar ara 
ara ata a aqaletH eure 
Wada ae. area aaa «= aaah 
Sloat WT A Aad ASA ATS Tel. Sa ABH 
Qo uM arofwardt a fwardt art aes Savr 
3. [heed that sat arel eM aT SACITA 
OT wear aa wet aoc art. heed 
aca AS A HMA Ae I yex qevgrey 
aA GH at Ald a wel Fal Ald Adal ae 
SISA SAS TST TSM UT aera AYA Arete 
aad ¢ mete svar fee ara are 
as Wed. sass set sae 
THectaelel HS Mw esa Ale aagar sell 
vale Tecan eae st feet ae Aes AA 
ae AM AA He Fae aA. Ween Aer 
WM Mase F Aare aee At ota. 
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grat qarasit s waraeet sel aT AAT 
dita Bee caret Mara WAT HT A 
ger one sree are ATA AAT AT. eM 
iq wet et a aaa arr THT fait ara 
mar Fateisreyeat He Sh Teac - 


Raeediaaa asa feet stem var ATT 
aq a from Mat a At. Pree SWISS 
oer ated satel ael. ata feed 
aS AIM Pheer ata HAT zc. 
ARS SUR ste Meda. Ta TTA 
Ada ARvararet Gael da seat ara aadt aH 
Tet aed At aad wa se. Gwar 
Aden ecorarst ae Fad. aaa ar Heo 
Aga Alsat We 2H Med ae. ara aT 


“Ris” ont aie aire? caren aradia wa 
TRE Sa AMAT Bl aT To arte ATES ea 
aa aotearoa “aa” ay oot 
TST ae Savas AAT SRI Uae 
TTT TAT TM AMT. FAA Gaal aera 
area FT ATaTATY Wdd. At UM wa 
Asad Wed At sail AAA ar xc 
TAMA ite Gat Aa 20% FY wox% sat 
et 4 ez TAM tt 80% waa at aa. aS 
ed OTT hay Aa. 


Reredat Ua vata s ydt fears gett areata 
Pot AM Asa sqq ay fava 
MOA cat erat. at weadien omefa aren 
ame. Art ail a aie at ara eruesy avatar 
ad arava yoert are. aren Siferirsrerattcs 
ARM AA Vdd. ay wea aaa wa 
Morte WT Aa. art sel ater Hasht 
ae AT TT Wa Tala Ue Oise 
Wo aeeraran sar sacl av Gra arrer 
aa] SIT. wR AMT AlSaeieA GAA 20% 
We Ward Hist Saeeg Asad leat ar A 
feat atte Maar eet. Gs HOA Aleit a 
MIT ARIUS HTT 
Sa VISA ¥C FA wr AA Alora TMT = 
a aad aad. at ford at aaa 
Fel Al AAA A Gel Aloe Moet Pearean 
Wma ad ae. ea fooed weit arafaeaa a 
Wt at. AM ast Haw grat Mara yea 
ord . aT WM SHavare ead A Sera avast 
Ada Ulett Hara sed HA aa ala. a7 
Tet HS Ada vider es 7 THI ara 
qed. fara wear ara adda or wre 
Ws A Ha Hoot Ard. Vara wa waa? 
Dard seal Aaa Wear alec wea 
worst aad. det at a ma ww 
Peart aad aad. ae cee 
Age ferqT ade Aled thd That hoard 74 
Tera AMT area UMA arel aoa 
Yel HUI aM va he ae. AeA 
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slear ce aT ules Macarena Pare ater 
ate Temes weit wea a faa wae 
Madd sard! aagal aad aa areal. 
Aa Wel AS wet qe avy ar 
Tea far Afsade ARI Bra ae aa 
Wt sige Ger Maret. ary eadacieTs™ He 
UM Faqa eit. VAAN Wearstsa arash 
Ted Het font Barada WT ae AM. 
an fer at Gt Se Beara wreaTt 
ats AA ae ira we aaa aaa. aT 
farertt eT SAT SIA A AIGA Maa SAT 
ad. Wa Aare Area aS ae OT 
qs HSM Adu mse a savaw 
wad. fer sae aac ae aft afta aa 
ThA. AM aal Feary UHeat a qa Sula 
Uo saa Ae. AAMT wit ar aS aaa 
Re Aidit ae mat HU AGA vada 
TT AU Ua Ag Ga AeA SUeT ae 
Ol cava GT HT WMATA ATA SY. ATT HAT 
ata did I Hel ar Aleta Aad. & aa 
Ta FARIA AAMT GT aA BAH 
aeart a Vara dat at Wasvqarg 
aera] UTA ast Toa VAM BAH alah 
ld Wd Haat. at fear aot areavarar fag 
Wa Aled AX Ale. ATA Great AM 
HAT AA AT ION TI SOT AT a ATS. 
aia FAA AMT aM wes we a 
FAT A AMT WM ould HITS TIA 
UA Hah Sade at Gra vada waar 

asad. AM TIM Waa art aT sae 
aaa User 
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Rg Waora WA 


arratsa Fedral stil AVA eer Facil 
TAY AA AH, AY AA TaeA, 7 
aera Ble GAM ale at Wet at 
Wa ASAT APS GRIT Sal HUT AT 
PIA STAT IS Mea TANI saTTOT SATIS 
Mera Aa HMA aaa aHreoaTSy esa 
oad. Ws Tara Aor ani Sera | as 
TATA aest Wares yerarat fat ar arnt 


Tt SMS A ete Aachen 
aad. € AMT Wedd. seta son vera 


TI Al Gaal Seer WT BIA 


cad fod oe sd sat ae GST 
PITA AT SAAC Sil. W248 AA Ward 
280 watt wagstrar 71 sre Zar. VST 
MIMS ST WT SATA Sa. S SIN SAH 
a Ad ATA APT. THI ( Stoarar THI 
AMR) at Bae Bara far Here Zara 
Sat UT UTA AMT eal. Ware verata 
WAG Hell At Ae A Verealtiel ASIA AIGA 
ISM. AMICI GSA Al SAT Wa ATA 
aT at ae far carp Fag seers 
aed Glas Bat . 

aq wads Ter sree aa 
AMAT WEA Add sis. ate ie 
(ard are Ulaceitet seal) ace aaa a 
aaa! Hae Se Met A aR saracavhy 
HUM VAM SH Hel sas. aay sraea 
TT SMart Wad ata gordt far 
itd aaa at at aaa ara at 
TMedt aH at at Raa soa aaa 


aM Aa ae aM aatt asa any 
WAS BMT Baa Ay ade wear aah 


Vaal Aa Add ae (ae sarah) 
Mod aadt at Wage I Aaa ane = 
AIT AM EST. MT AAT aR TaET Peat 
UA dl sd Aa IH aa fea saa ara 
at SH eed Port at am qa. 
pad wad ada wt aq ara 
TAMIMAA HOA. AIT BAA TT A cactet 
aaa Tere arta. earar TT feet Ste fear 


ATI ASaAT FeTaTST ATT. ta 
Rot Hos Helle tS Aa |r At AIA 
Fel Heed AT OM TT a taal. 
Taard JF Yel Wea were AT 
SMa Wea Se. Yeh Fale wilh Aa 
Ah AA UT ATA SAT WAP ATT SAT 
TGA VTA ATT HAT SAT ATTA STA 
AT AST. Wel AA YOST rere rary 


AAISA 9 AOBAL 2993 


as qd Se ard wa gala ait eo aT 
ara Wad Tia veh ari aa ea 
HEH clo Heil Sat - 


WAOGaT AY MHA. IA ASIA Fa AAT 
TOT SAA. Yat ares rad ead Be atc. 


arrarél Uten ser aoe wt 
ae. ae aT aoe war arraedt a 
Wet. ERA Aled WI Mapce vert faa ay 
ara ale. hae ame gent qa ae m 
qa Fas = vert at ade vera 
ait a ddtet dha Sa Aaa AT SIT 
ra A Hl Hs Aa? GI HAA al Avert 
at aes at! fearax sant! 


20 


Tat 40/,0 FAA Fa AAT AeA 
We Aa Wires Ulta Sua ae 
UT Sraaay AIMS we AMA SMA BT 
THAT HHT AYAS SAMS BH TT ATCA 
ATS ATA Be AYA TAT ATT alec 
Ace Wel. Al ASAT WHS AA AAT 
ste aaah aria ara teaver farce “Hepat 
Taga Ha” sta Masia Ale. AYAS ST IT 
qa eT FATE tw00) OTT freer 
Ma FAS AIA WA AA Sera Herc 
ae. TW A aad Brat Hep wa 
WONT Sar SUA SIA ASI TAT TAN 
Ta Haat AyHera eM HT WOT ore Ae. 
US WT Tad Ast Aye Alea Agez sa 


HAT BIG TEAM ATS. AIH I BIH 
Mer da are Pad 4 anya aad ea 
ge SMS ATs sae oo BIA 
emme TH SoM eroal Aaa. EeTa ara 
4 Ale sae aa Yaa onéa AeA aa 
SMT A Aleiel TT TAM AA uaa et aie 
MS. FSM Sot Sq OAT Ua wa ae. 
marae aaa Re a soa Gea ata ae 
aa tat ae ae at await. ages aa 
a made edt aeq ft g wapeq 
arrears Tat ae a srqeat watara 
me Ae. A Ser ay autaiier use ah 
gear farsa ret attr fier aeara 
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AEE Meagat Aa 


AYA Wawa AAT AYARTA TAT Alert 


AGM MTA as FT Slerae FATATA 
quart st ade ara aad a 
ord ‘sia aie saree SATA ATT 
qa det aa a wd Usiet Qeiae od. 
ae sratet TST UVM SIT Hele SATA 
qt sara wedi Tat Sle ale zd 
al a MTA THAT TIT APTA SIT 
ar ad Aet. a am Tew yer 
aarqaaidiet TS sh Med A Alea 
te eu. ghee ara aa 
TAT Bld Wel. A AA AST Tae Aled 4 
itt TAM AR deel ae Yada at as ara - 
qa Sa Se AA Te Ge 
arated aon ater a ara aaa 
Salat Weta AyyS swash acs Ady are ay 
Me ad até. arya fates aera 
SST TGs Aa Yat saa User aval. HEPAT 
ated ie srr ade a act we 
Tht. TT Aare See aaa ome a 
Wa aa Add Ga aq ama 
SICH I Te BO saa as. wm 
AeA MWS SO HEART AMT SAT FASTA 
Ta ASI wa a Aaa ate 
aa 4 Aad Wega ae oie. 
Teas arte aed ATs HVT at AScarat 
oot ate. Ararat “sara a sarge arere “ 
eal Wa Yah added a ama eaer 
areaest ara at aed fq ore are store 
arid arr eR gr sea Aaa 
TENTENAT PT wera Fes AEA 
ATA Be a Se AT ea aEeaT we 
Teor Aeasta He sae. 


gat mata weet ie ey 
AEM HSH WA, aa, orferdt Baur. 
arael 7 Ste ao see et Para Asa 
Hera TAM Sra AMA. ATMs aren 
at lhe Acme 2&4 4 30 am far Hat 
@ TAM asin aad Somer onea. are 
8600 SA SUA ace SATE AAS ear 
Saale Ih Wat. saer ae a 
STTTTA AIM SAI Wa Alee orarar a 
ld Fat He A. 


“eA aq ara aard rayoy” “aa 
TG 4 4 20 Zach aa Gala sah” & aA 
Hera AAS AMAT oe Soar sted. 
AMT ast A Sat “AY” weUray ater a tar 
FAH Aad HORA at lard Aerie Ara 
odo Ay Tot aye aT asa a Urea 
ae. @Ma a edt Qa ara aud ao 
gad a Wad saci ae Ala. AMM 
Aer a Sgr a rere are TTT 
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Teed Ae. AAMAS aI Sle ZIM a 


AH MA Sa TT SHA 
AA HAL Alle AAT. 2322 Ale Sl. Getty 
ert F Ue Ve aT Seg lerta silt eae J 
CS F aT WAS Fear Ta eI 
Tals aed. Sealert Wears caressa aa 
add Fe ta WH ST aE Wat 
Cad. ede aye Alert SeAlerteal Wee ara 
aM Star ma Het a fact Jor araard area 
SVT FG eared Soa sat ath artis 
Mera Asc Port war are. ata sara4 
asa Ward Gat WT Sea Heil oles. 
Qed WAM seerd Ha oa Bl aT 
AA Teed US FeAl TAT BSA arelact 
OT WT st AAA WHra are = yah aad 
THT Wet. see Wear Noa Paver 
Med WT SB Vast Maas aetdieat ov 
Sad Aad FT dl Gat Sleetran aera 
q vad sora wal ate areal 
Maa Ale. SAC ASIAN aTaT OS Tara 
q deal Fo Marae yard a tazara Tren 
TIT FT SAT AMRTHS Seal A HUTT 


AMAITAMT FT ATI ARPS ft wo UIT eee Pa ATT 
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GRATT 


wy @ hdd Uh AN TH 
“qaqa” dt va Radt are & Uae aA 
SRA eld Aeet A HM at HM at AT 
sara ae eT OTST 
Hewaiea Aga lair” AT et Sa 
2Idl . 


wa yaaa «lel. TAT 
arid arel fared ortera Pater ater 
aden wider car gare “faite” 
(Sle) A Atstarh Ta aad. Hae areal 
card As oe UR a fara geared 
aarag at fetta Sacra staal & aaa 
ald . 


ERAT Hala HMA HAATAT BAe 
wT aaaared Pat faged. asia are 
Tea 4d Atel. Ofsard army yaaa. 
Prat aie alec areata 
Teh dads TM aS amd. weal 
ate aq ION a aleay defras an ar 
TRIG Atal wa set aa aH 
add. ¢ ad Isd Aa AIMaeaeT 


AGS 2 WAT STMT Tea 


ay aad. ays aoarea feyo, wee a 
spat aad. feafearreat ysiat tara 
qraat ara OAM aH Wea Ae A tata 
as aad. wa oto saad 
saree, aati FEAT Tatateara, 
araraaral frtat a yattsrae farsa zc. 
Ube AA OPO Set OT ATT ST SIT 
HALA BAe « 


Bd Ha, AMA Ma a fed Hea, sre 
HUTA ANA AT SM TT SAT. AYAST A 
Ta Aaaqvararat ara sigan Aae qed 
ae daca feast aes ard yea aaa 
TAM Sat Fare a ary Aare se. 


AMI Brel WH A. Wey Aree yaar 
ace Sta ATA. Aral Ta AAT TT 
AAG AAT St Tet SIT Tes yenra Feet 
aed Ud ard stern ast wed 
wed HMA Wa say st .zaent Ser 
ae. Ait GET are at at suaarat Sagar 


re eps es ed oy be 


ST. Sa. eas , Hea. seafes ariress site sear (gir aT), For x 


a9 


Trettelah 


aaa s.e.f.aeae art wa 
YRagarer weit fate, ra saausrd 
ara ot.fa.a. faq al Pada 


aided Td AWM Weed ST Aar 
Gras ara fect eo A aT sea qeera 
TAT Ae. Seite “wae aT HRI 


et arte Aleit Saga Stet sit ae aed. HSA Te Ta UI Iga Yaa 
Tad ad até. saa facet ara 

Taakes Sa ate Sard (GT aeeq ore ofa vane arvarht dizer 

aT) erat SMT Ferrera «= fee «= aoa oe. 

SpA THT 

Q. Sued 4. Atel Aad HUA ATA 

2. AERA &. Atel Aad Waraarat aia Fe 

2. garg sreeraret as 9. AGA aatrarel AMS FET 

¥. A Sa Heraared Araerrae C. AQYel Searel Seat arena aaa 

@ SUTeeIT 


me Fe Safe aa gaan apt 
aay aera sear arat oie ulead 
Pam sora fears syyerat Prat ere. 
mrad ot fears a Het at Uloat yw 
Ta AMT Sh STA aS YAS 
PAA Eh Ma - 


ree Ulta Agia Sas AST aT 

SOSA Aaa Ye TATT ATT 

() omen Praam: safer aan marefts 
(Gieaa) wet ayrerd were fat Peart etc - 

Aer Yorta AT AAA at wax 
Ae A GSvara Meet AAA SIA SENT 
TAM GAT Hey . 


(2) sieegar: (at) ward ara aed 
TAM GAT HUT 8 Tact Mae WaT arta 
qa Aware aaa THT 
HUM WRIA sYlett sa err. (a) 
Welt Hoarar say ¢ ees sete stra 
Td 869s aa afew) Sd 
Hroararel Weta Saray ey . 


(3) QM: Amat wrotba odd 
HOA ATA HUY 


(x) amie Fem: aepera sevaort soahtory 
Zavala alas aor Fawawn 4 
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2 aren Ream - ane Peaorell aera 


ol arena wa: wyyerar (Gal) aa 
otra! at watt Sead Sa aa 
aa Alerra SoeH fag aa are 
OT Aaah AAT. TA HUA HEAT aT 
ara faa aimee + ara aearacda 
Mal BIA SF Web . 


arenhadt: qyae Rasa vali secaqul 
AMT AtYt SA SA AMAT eT aa. 
erie, Se saat aT A AT 
ST Ay a aera Al aed Arran ager. 
ny Badan ag a Sagar ara sregt aaa 
lod Sat Wet F aT oad ait a 
Sana at feirly srest SAAT 24 A 30 
4A ada aa aera ar oe. 
Sq. UST Wye Aad ast TA <0 
feel Tua st ae a onfafedt eko0 a 
C00 GUI (Sat ) GE ait vated aA 
AMT Baers We Hera « 


Sea FAT: ayHcl aad waar ag 
aa We a HA HOMTATET aArerra GAT az 
Sere Ua HAT OT aT Poe IAAT Bu 
Soe ( heat ) ve Het sca fa al 
Fad. Ua Sere! BI srrHTran saftr water 
AT To IRA aye AAT | AeA Stra 
mma as a a a. «ayaa 
ARTA MTA Solera AAAS 1a 
Ta APA Sar we oa ATA. ATS TATA 
A Ta Sorel ort Hye qatreat Yet 
me Tat rere Sait wea. ata detren 
Tet aaa aida ua zed 
ACHAT STAT BMA UOT oa SAT 
AMT eter 


eargfisrat are a ase ara Petrere: Fare=Ta? 
ae 4 aaa Ao Parental as Ayrel Ae 
aarat afer are fisrae amr TSet ata fetter 
ara « 


arena Pas: ata see area Hrvararéi 
Ta serra weit Pas erat SAYA 
aie Atal Id: TT Tara ae. aT 
Waa MMT aT NST wO A 60 cab 
Had. Ue Gee fees Gea Ss VAT &e A &0 
Zah; Tele, Taal, SMe YEA He AAT kk 
A 2a; HOM & Fs Sah SATA | 
cab; UM 3 a 4 Sah AAI. AT 
POA THT UAT Sinst 4 Zam (Hits) 4 
34 ah (Geb) saa fataer sta. 


AMG Fe: Saas AWS z 
Te ACAI AeA AAT SAAT BAA 
até. AQtel Sara seria Gell 
We WM cada. 


(3) some after - ay aera ofr 
Pert aegdéad soa UPA saya 
wad. (2) arenfrraa aradt Pact - ayer 
ani ater Ahad ara soma (ser), 
aera, aa arerfacaa arast Past ant 
mua. (2) aa Ream - ape oat aoa 
mis we aest. («) aaa anit dren 


SISHTA STEM - ep] aera Aer eT IY 
RH ot get a ua faire wader 
arrarat etey ant qedar a aaa far 
Saar Stay ara, savas ane. aah 
qa 4 at aa aa = a aA 
MINIs TTY AS AMA Adee agua 
Rd Weel we oari aaa eta 
Tel. Ald a Ade Tada aaa a sara 
PSH AI WT Aa aa) waa a 
Ual.- 

(& ) at feet acral 24 Hertel - 3191 TSA 
Wyre Aad atest asa yaa aearae 
Oral at fhe aay ofafedt 24a 30 
HUT. STEM 8 a4 A.A. (4H) Taran 
(4 «¢ feet gaa area) ont aeaq 
TAA Aaa ast 4 C fel sae oractet 
Ale AM Bale BM tad who FT who 
SOMATA ATALAHA BAe 


(« ) Taveqa vata ota aaa - snare 
Aad Mea yerata fasta wena aad. aT 
Vaated alatat AIA HASTA UA SACI AT 
May Way wMard OAM Tear wea aa 
waaay 40 FG kk Seat od. 
SEN at Ala Ae AICI Aaa 
TE Wed A Sql HAYA VEIT FAT 300 AF 340 
AAA AAAS 24O ALLO WA Sah Aalela Hard 
Gat velar WAM GH Held AAA AaAgad 
yaad Aa APA VAM areata. & VAT ae 
OH Aaa at at feel oie aaa 2 a 
Sdh Tedd. sarermny ar facia 4c 
feoett UT acral AyAet Aad Stat; 
HSA; AS; AA; TW AAG ee GIL HAT 
Tad ot aA a aA vam aieard a 
maride && & <0 TA We Mt wrela. 
Vaca WA WRI 230 SMa YaST 
alt. «oe «=a aarét St TEI 
qevararat 4&4 A &O TA Met aT Bara avy 
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WT AS. Ale USAT AEM ATI 
2300 4 2400 Suma Padi. aaa «2 fhe 
TT &C feetar aromararét aaardien cat 
Ae ATA F IAT CF AAG Bet HI AST 
He AWeTT wv40 A 400 Somat Par 
oma. Rar aaa za aba aera sz 
Th TAT « 


(o) edged, aged ont acdigad snerra 
TAT - AMT Pel SRlat aA aad 
qrikadt Hei 3c00 TH adgad, uc Ty 
TAQ, AM «oe TH waded aer aA 
ATCA UTA AMT Baa A Hed HRA 
ATG Weta, sitet aaa far ae dar 
ASA WANT AAA Heal ast BAM Gea 
art fare ard. adage aaa 
err §8soraaramar «868g OAT 
AAIOA AAAS SMT welt 2.& UAT 
STAT SAINT TAA ISAaTSaT Tk. & AT 
aqoaa Wat sara. fare sonia yatea 
Tye ae | seat otraeiraetgeg 
Aaa aS I HH Hera. 


Dictiett °200 aethsra ate: Wy Aa 
arent «ater oldest aed aera _8c00 
att BHAT WAM saat ata Heat. aI 
Aerrat farm eco 200 Wa fyceqy vere, 
<0 TA Ata, aM wo A 20 TA rey aay 
AM HAT « 


Pry yey aaa sida 
ATI Ud ad aa at alatad dee a 
dade ware aaa aera ala 
aM a ded. aaa ayte aaa. @ 
aytel aa wart ead. wy yyy 
aa det Wh vA Aa HI sat qa 
omer Parerqerey (4 AT) WARY eta ATeT . 


ere . a ¢ weasareal 
aor al 7 aaa Sse are PaaM: yAel AST. si ig el ical 
sreeten orerhrcerone MES wR sfetat Marae aT Gear HN GT 
a att Sct at ara var weer aval a SA A alc Ted “ 
MAMA A BA aS HAA Sar S ATA ATTA HUT HATA ret - 


ares Sal asa owas A 
(4 asfatiea aadtrardt) 


aR dal wet Sen: ae aaa gehsad ait rear Raha wae «3 


Raa Bam ar aaa arama Pera TENT SaaTe: FH TA SST Ts 
aT Ue. wy eT Aaieae | HAT Peis ae of seared serao 
arate ASPs, Sa, ey saa «SA Al. SM sen Seten sere GR 
aM Se aaa, aya serra aasas WaT (s4 2th) AEE Ba. wa aM 
TOOT SET aa. gener gent wad (seal weak) setter Rea oat 


TAA Ware Aaa: aeprAL 
TOT TT Slr AT aera AAT 
AM ATW Ae. ays ard aad wearer 
TTA Waar WA AT. at area 
TATA Aaa A AAT 2700 


Arena FA 


?Wiel Ded wemardt arent wa: 
AAI TEA Aa ASA TEAC 
AM Ae are ad aera. Ae aA 
es aaa Get ont Siac” 


(0) aiaete oat ate me yet art - a4 ae 
hal FAM A ASH, a ear Dama Ada 
aa Ala Aral . AG We aa Ad AT 
NA 2a. We Wed Baad Alea, ar 
CE MC I 
ABS WIA ATA. aa areal Aaa 
Dart ArT « 

(2) Preena yard ave - W2Ay SAM APE 
AA Aele, TAAL, ASTM, & TEA ZITAT 
(2) gras Prosar - ay fenq zz 


AAA Ao, 4, FAV, FI Fara, aA. 


AMM Ae AT, SEMA FS, AH, 
fara aa A aa. TEM, Fey, Aa 
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Sa: Perey ho 
ue rar Ta IA. 20 7 24 ZAR 
ie eee 

(4) ‘Aiea cer ater ferge oar - stHeT 2 
14 24h, Td % 4 24 Zab feng ce 
(<) ara Ast Preargamt - 44, ar, a1, are 
TE Aaa Fara era ear 2 a 2 


AERMAAT FA Sa: qYAe Aa ATA 
Ae a SePsrara aaa Aer AAT 
TF aA A Aaa aT AT OTT 
SY, ca Para Adee AI, aA Waar 
odd. Taya (Az) AWA Aadren asada 
ARPA aa ys Se ay Aare 
CA ASU AAA. AYA AT yet AA, 
T or waded aera a uaa sq 
PT rae Pa Sy aA qe STATA 
SIAL Ae AIT IM SAT ATETTCIet 
Fa Le Se, Ae AATd DAM 


cic 
wv 


emt one a a at 
BUMATEL aii iidicieadeies aie ad, feat 
Siac OI4A feet Tass Aa, STMT HT ATA 
Aer-Paerea AEA AyAeTay aa OA 
Fi. 
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meaS safer eaerar Ulett arasl HTeTe 


qyel area ¢ feaarciet (R¥ art) 
qe aterm ata ae Taio 
uruaaid «feet ae. ST ATT 


(¢) facera vere 
(Hd Te HAST ART UST ATT) 


Wh THU Aa: ST aera sas 
A ae, veel erry apt wera gare 


aaa gars cremerardt Pras Wael 
ZA BUM 


WO WA 
(¢ Tat Aa AAA ¥ Ww WHAT AAT 
3 I as) 


até. ST Aare wat ae Tarra 
ale, Ff Weel Mea aew eat Yar aia 
ae. ad oe A aay san 
HM Ae, A Teel aq aMe Aaea aaa 
STAM ars Ay Zaleer Bare. 


rye aad adit set: salad 
Meare arent wa, aad, yA, ae, 2 
Mreeng wad aed om awa ya 
ae. ¢ wad a areas de fas 
Terra Wea rt aera at sat 
esa. a cravat saat waits ah 
TTT Ra ae Age TMT area 
Garr ae. area srt age are Pieara 
APTA ome 


THAR Yale eer: ST velar sae 
wride Bead aster ast aie aa 
q Uae AeytSt aa erent Stara 


ARGS Sere TE waged vere: wd 
2. Tare aa, 2.) masta «Aaa, 
waied, ait wim, 23.fog, v. TIA 
RU Hod Aa, &. A, &. Ad Vara 
ad, ©. MWS Ava Aa ara, ¢. waa 
AGI, (0.9, a ale weavers, 
22. Sail feHacietl wed, 23 . ss Peps, 
ew rm Sim aT aes, 


WM, 20. 
22 Ha, Aa, 22. aieimalcitay, te) 
Wea, del, °3-45, wv .fahae, &. fata 


Ara reer ara. neprér serie 72 
Mast AAA AT AIT WAR AERA ar 
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maT fae yada Ta. Wa slog! 
Una Preqa yerara ofateasiea carr aate 
Yall alia ag oH Aa. 


fetal Soil, a wayne (ea) aeq faceag 
Gara oa aaa at. aeet aye ara 
OT SH WAT TATA - 


WG wage eas: wy Aad 
MAA Fa Aa WaT arereTt 
WW ad edqar fas aed. (2) 
ae AT wee - Wy, see, wa, |, 
Hal, Alera amt. (2) Wer aT vars - 


era vat at ae det: aaa aA aaa 


qa St areal: ayer aad ufatedt ¢ 
Wa A Hise SA AAT VACA SATII FAM 
geal cel, ah, BT wet, (WS ae) AIT 
at aa . 


Rat AT A GT: aq aad 
Madras tea anaal maven sada 
YR Aq wed. (%) wou - Ft, 
frat. (2) Wes - oes, Fell, For, Hess, 


det od: sated wd ait a - wT 
Morey Mh vA alla ane ait thea 
Aye Ae AT ciara axa arava 
Seas ulated Ua sta sreatyar srl war 
Tad. Abad ted YETI ¢ aos, sisi, 


Th SA SAINT hed sills AT - SAT Hay 
rata TAM Sal are alt Hod AYAEl Aa 
at alia waraaa aad al. att wad 
yetaaary s Aral, aa, Ahrde, aa, da, 
arenes . 


Gal Ha: AA YA FATA Mahe sae Pacey 
very ara AMT lea tad, GS AMT 
Aad at clara AYA UiAteaT wear 8-2 
did. & Ara HA Vel YerTGAMT sic 


DMT: 


Re Sala GAM GT - aye Aa 
Uae SHIA STAT Herel AS WAM 
Cad ad Wel. WA A OR ame Aaa 
ar Ta. HAM Verh yereraAaT - mH, 


TOA Set HM eat - acoA 
ate wad fem yaar onlter 
TAS WA Sa A cea aA ara. 
TOMO Setet AM Fed PT Bra yerel 
Fat - Te seit cnet, sect, 
Fearaet (Grairen strat FEA) « 
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wre gare anfer wa : weyrel Aaa rere 
afar sone raga am Va AH AT. % 
carey GeTTTATO . (GH) TANTEI - eh, Aleete, 
aisha, yea, terfiren, Tre ord AeA 
aera, Aa Vas Ard. 


(4) wa - qebrgat Tat, HII, rent site V4, 
aA, Ue We, ASSt ferry, He AY AeA? . 


Tattted armen a wa: Ayre 
aad Tetaed arrest att sa ard 
TAO UAT Sta Aled S TET FEAT - 


(¢) mremeaet - acl, wes, frge ae, 
ailereet. (2) Ya - Melsarsd VI, Aer atez, 
ait ater, WAS. Ast, fest, TA sale gH 
Ueted Fava Aa Wana, 30 Al-ar., 
FUG etait ATel - 


Tae ST FaeMaA Tare ayes GI: FAI 
Vat aids meet | tae AAT 
aad df Bal Jae Sa Gas BAM Sth at 
@ Vela YSTIAMT - Aa, Hor, Aas, fra, 


%. Wel Sa Heaard sree 


at RSA Tyler SYR - aia 
wed wrt Aaa sa aoe 
TYlTTI TAM set TS aI are HEPAT 
SYM erat Hr aohert ae. 


Tera wae saya aay - yeay 
aad Sete AAS aA only pa ary 
Mat AA: arereara Aat. weg aa a 


Tr Tea Ayr ai ‘reqernes 
TSS SMe AHS Bar verdhat wets 
eRe stay ast Sees ae aa. 


TT Oe ava da ata ar syed 
Ald Ard « 
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4 AEA Sade HUA SAI 


TRAM Fda He AAMT - AYA 
ART Tadd sera sada eq 
SRM Fad. ards wWiraaeca 
get Great al. wa eo ara yt 
arid It oat aq a onetendt wevg 
wea ad. gt wo Rata amt 
AAG . AAMAS, teat stlahaa ora 
AGA Sera TAHA HATS Heat ASH, 
THAT VAM Sea Wed - 


¥0 ad aaMat amd mite wera - weaF 
qd Tara wis aa aa qed. 
Wed Sade ARAM Yala Wed. sada aS ar 


at Hat ¢ Wa alae area. a aear 
Aerra Wat vo ad gama Joe oma 
add etd. Patra aay SF sad coat 


STyaT Aaa - feaaaict e- 2 Aa Fa 
A, @ a aya! ae aaa 
AAA WT AT BM HM, St ua THAT 
am a aot tert alee staat 
Pad acot. a a det 

Tea Ad Tae ATT Al Sat TARA, 


& Feel Sai Teas omiitey Per 


at Wa ae Hagar Fem - yet aay 
aed saa Ale Aaa sax Het Hemet 
PAM + sare scary fase Frost or straqsac 
ae. A Aaa sot fat waa aH tw ay 
AMT Aira a Gat adsdla sera Hear. 
HMA AMAA AHS ay! aa 
qa He AY. Add WAM AIIM Ware 
SAT Sq Met. SATA AI AS-ATATATEAT 

Zar fat are aaa dar aoa. 
NIA AAA VI HATTA BMT acer at 
TANT AH Bala 


wa ath mia Fem - ayye ager, aa 
Had st AAI, at alter yet fer 
Mite FT Aqeyt gt Sy WaT. 
Ha ASIA Uber, FMR aaa other 
Taal Wea ACTA Poa Upel aera. aA 
Wea AP] eb - 


aa aaa ant yatisra frame - 4y4e sre 


amt aaa (safes teatro) qwaacras 
Tartsiar (stared = haat) «aera 
TAT, AMT aye zert (starafen 
art feat) & waa cleta fa 
Heat. AA Bi Fast aesit sto 
TAIT SCOTTY S STATA - 


Diese Sa - Aye yo aM Hay 
Tae Ae, Uys Gren vida sa 
oma amr am ane. amt Petals 
Waa STAM Gra Fret sist sear aera 
ast. (A) aga Maa - qyte uladera 
Heara AAI TAT SA Uy AAT 
34 GUA Saar AST WAT SAT HUT eT 
a. fastads Sa at Aeyera sear WITT 
Aa Ae GAT ASI AH Gl a aradia 
a Rg ny amin a (a) ster 
nRE Raa - wera aay srg aa ser 
Maat ait omita aaa area araid pat 
at ad Mea aad aad wm 


VITA SIT aT AAT - STATS HT 
waa Ua aad Fa Swe yyperar Ulaay 
era. aT AYAs SAAT AA GT SA ela - 
Wee A wUtwad Ra wea. Ba als 
TAT FEMS ATT. (%) syrel_ Sats 


TIME ae STAG wad. a Bra 
ead Tae, TT a TAS sa A Wea 
Ad Aad. Ul Heald WAS AAA RTT 
wad IAA a A aa Red sare 
SA add. cae sae SaaS ayy 
Ren a Raat seas at pat coat Adie. 
(®) waite ane smasaa - fed 
AOvaMTa 34 FT XO Toa Alles aaren, 3 
FIT Sls AM AI RA HET, 


aepreret The BET SAT SA STEHT FAT 
qa. at sat % aye Faactat Sat Tet 
wa AaMAAT 2 aaa aaa Seren 
Taare RTT TUTTE TUAT SET ET. 
Taarat ATT HAT we AT AMA eral 
mgHiararal Farat TAA TAT - aT wars 
care, SETA, AMT AE STA 40 


a Was 
Was SI VA Aled at Ret awe. (=) 
aye ae Wear a Pet - TE Sa 


\s WES BATS AA GA 


SIT SF ACK STS Tea - eT WATT, 
eel, Sel, Yar, feigar, (it ay), as. 


am ¢ as a (aaa sae Raw 
SoMa SA Ve at Head) - ye, APS, 
RO, ae, ANT, TAA, aa (a VaTTA), 
ge, ward 7 (aa), aE, Tei, ser, 
ara, Sat, ar, aa safer saz ae. 


ST SRT Tse - ST ved Rasa 


Tel. Waal safer Rat Tea sf =z 
wa. serepy dat ecese at 


adm wa Aat - St feos a SS 
TA STM Asa sar. ASA FST FEI 
ace - SR ais SI Saat at Sari 
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G1 4 aan, Saar Pat ober ae, Wet. AA Apri Ti waa aye Ze 
ana sare wee aT a area Zarit “aynerh agp” ema. ards PA 
aa. ATA waHera Pra a araL marae aad AT aay SHA zr AAT By AAA 


als als als 


“_“~ id Yd Ad tad 


C aynel aaa arest arena uftaad 


(rel aa Sas AA aA arerrah Pate ota yz feet area) 


wae (4) asa OH 2 AIA 
aoa (2) aren Ae ee aaa Tena cerata Da 
waa (©) 2a soe (Fea) 


aaah (¢) 9 aal oa Vera Sone arm ofa 
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anu 8 


BA 2200 Soria (Here) Mechtet ata wa fear sATeHTETL 


UAISGal del 


FERIA Sel Tere ToT APTA eT 8 
(208) 

&3 

400 

43 

¥3 
sara Sant (x¢2) 

aT 204 

FATA ATH gk 0 

. UAT (TTT) R94 

Spree Salt stelz 32 

aa (ate Ae ae) RR 
AIA Aad Gy (292) 

Ule, clara WA HIS Ve 

dal, SA Maced TT ara ara 22 
Tata Say (224) 

Ua Ta at aa 80 


aAet 


utuaa ¢ (a) 


GM (200 Sos (Helis) Pocket sre wae Raarar aia 


UTeTHIsi (TIT +)» 
ae (ate Ate ae) 
FIRM Sada By 


Ael ASNT FT Mace WT Aa sTara 


LAAN EAL TESS 
OY , ”” wm, Tes r mm, 
Y/ ». 7 LIBRARY ~ 
at 2 ANO 


ey ( INFORMATION é AA i en 
Nn CENTRE Tay, t 
\ by ye sf a> “f s* i rt 


unRGaAd 2 


FAL W400 Serie (Her) Pracitet star wa feaaray IMeHTST 


aura 2 (a) 


GAM 8400 Seis (Seria) Rote ora wa Raa gare 


2 eA Alal 


Ulé, feared Uap Her GIS 
TEATAML SE AIT Taco AST @ hy 


Tara sat 
Fea frat ° det 


wa ai 


2x00 TY. fer 


(&2) 
GR 
(208) 
KO 
ae 
&3 
GR 
(42) 
204 
240 
20k 
ok 
KR 

RR 


(222) 
aa 
GR 


(xx0) 
ig 
80 


io 
RC 


anda 3 


AA 200 Goria (Heist) Pachter stat Uh fra aATHTET 
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uw 3 (a) 


GA 2200 SoMa (Serta) Pate sar we Rear saver 
ral 


uaa x 


FANT 2000 Seria (Hert) Madter star TH (aaa IMTS 


tua ~ (x) 


GA 2000 Gomes (serfs) Fate ora wa Reeraren Hierer 


93 WA 
2v0 TA. fe. 


evo TH (Ald 2% 
74 424) 
ek 7A 
CO A. fea. 
200 74 
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URW & 


ated suis (Herter) Sone gael 
(Al Aecra STIPT ANIA Hava Tae Sons Saat wherahasr soar erst) 


(2) maa 40 womias (Gerfiet) Zone az 


ag oA 
«0 74 
04 TA 
90 74 
200 TA 
220 FA. fer. 
240 TA 
wok TA 


Uw & 


(at fecha Soar Sena arasas Tas sonia sara ePARes aoa eset) 


(2) Test 200 soma (Hert) Font 72 
(@ ) sera Gare 
4 TF Ba! 
30 74 ast 
KO WA HBT 
20 fr. fer. reaitel Sa 
exo ft. Rr. Ted I 
2100 WA ASAI Sara set 
(4 ) arerert care 
Qu Fe aaa Aa ( 42H ) 
«0 TA sel 
Zositt alate Aa 


Fe PERIGEE 


URW < 
AST Stet Hes BAe seny Garata way 


(a) varie eens garata Wart 


(2) Mest a4 Zah TATE AAT 3 

(2) Seest & 0 cas TATA UIT 8 

(3) Steet 92 a ek cae TATA AMT 2 

(v) Mest 9 F 30 cad DATE ET 2 
areata (3) att (w) verti see are a Pear Steer 
eraratd Tae - 


(§) Bore sera yaratea wary 


NHS 3A Cah VAM Ge 3 are 
VaHst & T 00 cah UH Ha 3 ihe, ay Aa, was, SAA 


NHS TG Sah MAT Hd 8 Haar, MHS, TET, 


ANT HS, Host Ta, TH, AY, Ala (eas) , SA, STes, 


VHS RT 30 Sad VAM Gad 8 Hed Har aaa So, 
a, feral ara, ora, star (ery), faa, Parnas, Has. 
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URW wo 
gestured Sota (Heri) 
200 UF Faigd Mount or are garet eee varef enter sonia 
Rare rea 
aed Fay ert yale yale SOT 
vi (7) (9) 
rary ¢.0 2-0 \93 .0 360 
HSI (AloHaAqAH) Ea @.4 KR .0 2¥0 
GST (THs 2 A 4 cam Pacey vere) 2.0 ¥ 3.0 ee 
Ha (HST & AF 0 Zam Mey vers) 2-0 3 rags ¥0 
FIT (1.28 Tey Sah fea Geref) 220 = 22-0 Kk 
FIST (1. °& 30 cam fara Fart) 220 ey 22-0 Sk 
the (1.3 1 4 cam feng vere) 2.0 Eg 240 2g 
He (A. % F 0 Zam feng yaqef) g-0 7 é 0 ¥0 
wo (1.88 FT ek cah Mena yaref) 2-0 z 22.0 KR 
ed (M.%% 30 cam feng Gare) 2.0 ‘< BW -0 S% 
BION Hara thes (AeHeE ) 22.0 &2-0 2¢ .0 &20 
SP TETO 3.4 BRIz0 22.0 KER 
aa 22.0 ¥9.0 BP .2 URE 
mat (airs) RC 2.3 Ro. &KR 
AAT Ts er x 200. ak ¥00 
ae za 20. 00 ze 800 
arent, qo ie Ze RR Aw CRC 
eid Ze ¥u0 eK & .0 2219 
Ted sa ¥.0 ww. v.0 Eg 
ael 2.0 ¥.0 3.0 £0 
a 2.0 Bq .0 &.0 3¢6 
WM (at) 22.0 3.0 2.0 220 
ART Fraser £0.0 u.0 2.4 280 
qa ary (Ae) 2¢ .0 22.0 . ey 
airs rq (faa) 2% 0 2.0 of 208 


372} i Mog - a: io 


2) SI 


URW ¢ 


orel mica Grea varatiet sone (Saris) anf very 


Ud A2ay TS 
( ait oa 
hh ( Fra ) 
arast ( quiistara ) 
Wat ( Uh Gra Fy ee ) 
alast Aateren (Paar TZ) 
raast ( vetrar ) 
Fader ( qetearar ) 


alc (ASHTTAMT ST aT APT Tare) 


Slat (Fare) 
HOAs (TarTat) 
Urea (Tita) 

(30 & cam fever aac) 
WS aac Wea 
BGICRIL 
Tora Yrcst 
Ssell ( Hea SHAH) 
aay 
haere 
HA (HRSA BAA Hea) 
(Seat Gaara) 
AN Slot 


og (Tra) 
ars, (ATA) 
HeqSI 


AMe (SSA) 
Wal 


7o 
ese ae 


ce ae a 


BAO | SCO “Ge Teo AO 


880 
880 
20 


R03 


2190 
220 


ont 
9k 
2v0 


830 
VOW 
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hee Oe eae ae Oa eee” ae ae ee 
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aaa (aetearar) 
a 
Tort (Stat) 


Fe AENTAT AT FT AAT AT) 


Ce AT CTA 
trae Pera ata ( site ) 


eee ener ee me Ay Oe Ty ee 
A LOS lays TAOS Sa aL a 


“Oo 
Fa?) 


(Soa Velareal Waa WRT ae feel HHS Heer Bea. 
Tele SAAT TAT AAT ART Ufesal LAM Ala Tact MT aT BA. 
TT TT ATT HOOT AIT aT astra SAT eH sae) 


S.A MT. Cae, Setar sitet star sheeqe aim aac Swe uferH Fea HaHa, saaea 
TACIT a Stsar (Go Fearn) yep, Va AT HABMGI GSI, Fv, eewc. 


RR 
Uraterep 


We dat ame |= yeteratter 
SUNT Stet ferarey, ATTA, sire, arrfey 
aake B Ars ara sade al. canvst 
sien feraqet weraTad Se. ABT aaa 
Heart «= Saverarst aA wT 
fade yerard ane. fasiwa: Hea 
qua SMI Ae sien ferayeet w 
Yoravét saz uefa art = Feuer ster 


AERA ar? 


ae WI AM ade aoa 
dale wares pried fag Waa stactet 
Tas Wa BMA aed. sae wears 
aed HA AAMT Veet AT A Get az 
We werd we Red, att dea 
(Sas) Ba Tanda oa - 


BG FT OATS SIRI AST 
Fa. ATT 2 TCM BATA ovat are 
amard Mat. Baas A aa aad a aT 
Wd. Qa ara ams aa aeat ar 
MIS Teel aad. Ait ara aedt Faa 
qédh Ted Ward ad. Ata arene srzare 
Tet. ¢ oi aaticr da. qa ada 
Maca a ered ae sae are. ae 
Wat ae Sar FATA Al IAA sever 


Tea At. At DA Tees aye 
Sara NAIA TEM 


Aa AAA ASA ser aT FHT 
ald Fd. SPR Ae ACA Sa eA 
aa aia Bea as ad. aaa 
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AQASTAe SATS 


frat tas-Hore afeat ucla 
Hee ASH SAY SAAT HALAS 3A 
yeeros «stertdt art anfer ateatt 
mad sora vasa saaevwp 
at areal a@fod vara a WH Weleet 
sé. oxgtet «aad «=e «oat 
tad et arfeat fefteraa suet 
Use, 312ft Aesrer sien ated. 


SUA Tet aed . Aeltsta sefert Fro 
TATA AMT sq Ael. AM Cer Solera 
nae erat ouPRadt aT da. <q 
‘aren Fa’ et wyleats SaRTdt aE 
faggta Feet ufest. ‘ome Paar’ 
HUM Vale BIT St Utd al @ 
Teen aad sai West. aol dae wa 
SW RI dal adit. serfacap wa 
Teas VAI Aaa Hears rae 
TMS Aga fet Ae ae He ae. se aT 
HATS BS 


SO sit ser ara As awa 
Wy Was Ud APA. AAT SAMI 
SIT TaATIOT aS st Ae fIssd. aA 
at ar ater aga Ree seria 
TAM eet Met. uaa oredt, at 
aria (SAth) Mode sara are qytara 
aa west. araréh ayaa aa, At eq 
Ye, Sat, a ater aren aged aoe Ped a 
med Hara wet (area ab. ° ver). 


MIS AL SF SUM Ae ss 
Sra ATA at Trea 24 A 30 Set 
odie Saal Ser Alaa se. UPA, Rare 
Tera, AMT Arata Bra ara warna wars 
wat Peres cere arareét ara ana 
Wea. Hales MATA Vere AMA Sra at 
Ut Yet el. Halll oa serra 
Gr 4 A 40 Séh HUA Ha aie. 
Aaa Pea aera sera 
HMA AIM Hla ast A alehH H.2 AY 
ae arstact aie. Ara artenia SI 
Tada lel Bede HII AM gage. 
PATS (hae ATT WA AMAT GTA 
Wed Ble HB. e 18 Hey fect sae. Ben 
aaa Ase a TAA. 


ae ao mat aaa aaa 4 
aM Uhey sha Adi. aelfdd aezar 
Vaal ead. AM a Sars coca 
Wet. Aer Paar asada TH eT 
qr am! over Raat geal qa a 
ard aed. (aca petit Get sat ATTA 
Ora Ht Arce - ) 


Hee Heat at Aq aA Act, tras 


UNATATIAT HAT Ale SOT A SIA. toMTeTSAT 
AHS ANAS APT Ay sagas STAT. 
Teed APTI TAIT Ue HAT Sard ar 
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Aerrat art ary wert 4 eer. aa WaT 
H.R. A4). 


Mer Heal Wed So asa ster Para 
Ta. ATT Aree ost ST; sa ATTA 
A. AT wats are! 


. fafgre Sra Ae Aaa A TA 
= 
4. Ae Maa Ad TAH OT HIOTEATET 
UPd set aad sald Fated alec 
West (Beh H.e Yer). 
&. RGM ah Wee AMA aa. Da 
ag + ears Fad ese - 
9. APA Fa He AAS stereRATA 
are fat Ha arat aat Sara . 
é. Olea arian walt qe eat ater 
Heel Hlel MT ASIA STAT Ace AT « 


feq: a Azaract area ant Atsreart Szaractt aura Vad aired. 
ah 2° Gate: altemh 2 at = OUI 3; Hem 2a = Ofurs 2 at; Hem 3 at = UWA 
2; Heh 2 FT = UWA rat, Gem wH = UAH 3; Hem wa = OftatH 2 3t; 
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HSH 4H = UAH; alteH Ua = Oftgya war. arew ¢ = altura y- 
HSH 9 st = UGH € at; HH wo FT = Utara «aq: 

alte ¢ = UNTAG ¢: altem & = ORS vo: 

ob Waa = APIEMT Saas: wo ay! ata AMI TAT 


HSS BH 
Ades 24 astatet AT Gear Brea ast 


i fee he, Se Se es cae ae 


Q AA= 0.¥ Fa, § Fa= 2.4w AMT, ¢ Peeaz. rds, 9 Ge=0. wuts 


* Basic Preventove and Social Medicine (71.4. Ta FT e292) AT Paarl AWearaN Warrier . 


ere Te Soe a Tk ME ee, A Oe eT ee 
1. 4. 1. caer a sax, steer ufeses Beer swe, AERIS WT VAT. Go, 333. 
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23 aRra aaely 
SARA Sl Uh FM Bs. Tae TAT Stay ae! 


ARAMA ATT PAT. STANT ST aE SH Mea AY. Brea le Area ae aa aa AT aT 
TT aa WAT SAHA A. AMT Aas aa aa a Saw soa. A Bart are 
ae. “UT Sat aa Ser ya” ae OTT GEC Me. Saws Staetiae aaeiga wea aris toes 
ee aed AAT AS ara TAT a Seiad Bea onto, Sten erage aatrard Pen waa aoe aT. 
arrard ol mated wad. 2 aad Peeters oad ae. oaral Fea Grd ars 
ASA SMT ARPA FT HT TA aera Sar ete sera gor ae ace Raga wet Paar zt 
aoe ATE fea AMT TS SA AAT VON WH HAIER OTe. 


ara Gert nda aadqar area fea arradt aca offs a ate aan 
CaeMyis Fahad TA ara arnt sail Tena (Spiritual) qZeat Sarat ye Sat Fees 
Sh Wala ATA Ta. TSA Sle | aa eave 


SRS Si eiaa WT cera erat aahor ares ote area. 22 aaa aU sroTyRET aT 
Tiaras aad. aa “cite “a sax Feat Waraattenn heraa sae area ulsar dere 
“Ofte art” at arise waa ae. ead Va ae Hea Aa GOT Aa ET Yer Gea ATT 
aalt Met Wea “Ae” aoe a aaa aT ad ap Yee a Tar aaa. Feat say Aaa 
Rae Stead a “ia a Tecan GA Ge ara queer a Ram avg ava 
ard. dear mata 

Ha Be, HA Ale, AT sale, AT Alsat Hr aa. “aret TST aerdl rata arraaret wag ved 
ANT caret WA, apreT CST Hera Sraraareay (Agora FSaTIAM)” . Ta Aaa aT Areal 
Fae aes. aH Se AMPs Aad aM eared up a arem “gar anf ae” a aa 


6% 


( a ) adarenecr a ae 
(¢) | fafteacn adarada (QQ) | afehron 
(2) | taleaa mesa () [aioe or aa 
(3) | oaaM () | ar aaa 
(6) [werner ae SG) 
(«)_ [pace gira garam) abe re re 
(| Rar Seoguon eae *d Ca) | eevee vant a aia 
(0) | arraae a aes ota ea wet ar Arar | (©) «| cferer Fer Aisa aie ara fareareraaad 


are faeeae Sa Ut a sar carey Tecoy aay 
Maa F Aare Arvada ara Aaa swe 


() tat araraen Sree PT TEN 
727 (ba, Sella il aM ol ae 
(@)_| tenia sner at) ae 

@) [semen 34 goal Goa 


(x) | alee wearer ata carr arr gat ont asi | (wv) | serra ato fear stam awaraa yer 


(4) | aa state Prarcor enter ese avaray aa (4) | sara Het Saat any Geen ee Sess aT 


~— ttamalenamle tegen 
HUT 


(¢<) | 20 4 24 aU Uda fare oritt aRio Brerr (<) 


i 


comes: V cies S 
Gi ANN 
4 — 


‘ 
=| 


(3) | Ge far art stger salt area aver (3) | (ategan araraadt.” 

Gt rie eee 

Q) [aeaadaersem dL) 

(3) | fee frearen saris aan | ()_| fae eae aiftentt Rea Seco 

(3) | Salcge fateca ant artests area oer (3) | Mlerwnarad sernitqon dss a ara 
Mat Sa SaaS A Brat pratt 
THT Al aA AAT. 

(<x) | aalcart arg aren sath sear gqerar (x) | Wt oat at ar ear Sa ara eraeey 
Uehet HU FG Sas ae Altar 


PAO Feel ASSIA GPA AAT . 


(<) aT rem fasta: cra amferader «a | (<) | sree a sae ASarHS ao aqaHsa THA 


rs 


(so) | Fara fate aiftt arar areata (v) 
ood ast 


- 
> 
a 


4 
4 


MSA Ges Seraoy 
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WAT Feet GOT Hel AT AAT aT ou fear (<) 
A Sleettdhs ASA Tat 


= Ohh Hey 
Ry) Maniocigean Pen Mae). ie). les ac 
rage 


ii 


. 
4 
7 
. 
+ 
. 
2 


(s) | Alt FUT ASAT Saal AR OT ATE STeaT 


Jiaaamat ~«di&) laa 
c (<) | Card Gard Get Se TAT A araz 
thet Fale Hla TT ARAM BMT 
(0) | FS Od eT ee Sasa eH ari Sat 
ANT Aae ATT Tau 
(¢) | HART Uae Veal Haw stad & A AAT 


Ma WT Hey 
(3) | BaWeat a Alea taco au Heard fat | (<) | Rasa a alta Aer I OPRad? arawaa 


(20) | Hts s9ar He FAM ATT HOT STMT ATASA STA TAT 


AeTaT 
Doha) GRE toe Cie pes ian | 


(:) | dea ana nen at Pasar ae ae Ga a 
QUgy aq A auy 


(2) | Weatrat area ata aT tee AAT ae] (2) | OT eae OETA aoa Aw a Sea aT 
UT IT SSA UMA STA aH OTT 


(¢) | AA Vee Set ara Haw TATION Fo TTeaT 


: 
. 
: 


AN 
“~o 
=, 

~~” 


Wet HIS 


Bld AAMT FATAL GMA tape Hay 


(«) ost isthn- aaah ai 
FAST TPIT 
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AIM STA A Sat Hea AAA «Arar AT 
Maroon 


a, 
AN 
— 


aia 
a3 
PAPAE: 
a/4/3 


val ara et aa aa a owrge aren oa | 


POA LIS YU 

(¢¢) | & 8-2 SUM Are TaN acl a are ae 
ST sn SANTI aa A aT Saetta Aca 
q Sa IT a Ae SAT . 


(93) | yale ster sax aratie tia ereez apg 
wad outta sa Parag ant area 
Thal ARIAT EU 

Go) | aria fem arvana ser a aa 

a Fel dead ta wm ayes wR 

waa soe Aa ara ward waar 
ARPA GMT HAW ale. sata = srepeona 
AMT Wel AT SAAT SIGN sarge aaa ore 
Tel. AIM Sera WT ares aa. ara 
Aare APPS F Baad AG AaaERa 
Aahs WT seta Sal SM Aa. Sar aaa 


TAU 2220: 20 . 223 


(w) 


() 
@) 


AIR (hal Ge Wa VIM HA ale Bra 


(x) 
BE Coe Aa Grecia Pear wre rarer reat 


gif 
st 
Pc 
alte 


TAT AY WPT SAT SHreay Stared 
qT aM sca Va aes Srey 

(38) | Sacer SIM sax Relea ter ular awa 
SM SGN AMAT A SAAT Alea AV 


AMT aaa wa fet aca a ‘garg’ Zwart 
Oe TAT SIT AIG ween Paoat. ‘TaTaay 
ae aa aa wet. A aa qed 
aM AST Aue ATea ae AT “stage” 
aM at Um aod asa. star ad arr anh 
Maat MIS ATTA Sava as aTeY Hr? 


| 


| 
~ 


¥ 


AMT AL Ara Sraaasdt ara gar 
WA ad 4st. ST Gea AT Age AeA 
eM « PT srgqeararéer feraat ait sara & 


eee ea i te 
Ged PHA se. aM sea TATA 
a wget Pert ager awararér eae 
TT BAe - 

ater Peri feral ait ararat sat sacra 
¢) Maran 3 area aad Pataqen 
AT MT Sa Orel ae, aT TTT 
Tray fede sd. Aare, ory, Pst, 
aad, BA Al AMAA aaa I sAGeAT Al 
witha a Ma ara Wd waar ela. 
doa adt At sae wat Paro aft 
2) aoe 8 Pe Haare Aa VOT APA 
Maa Are AA STA Saha Atel. sta faetdy 
a fhat HAH a Ada aadid Heal WT 
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Pern ctetredht anf erat 


Tad caren AH Aa AM AeA wea APT 
3) qalkia eed s aaa ora Peo 
THT Ad. Gaeta ara faa dara 
Heated fate We aaa Tae 
%) AER 8 ATT aanle reH Arar Weta 
TSM AMT ATTN ATA «eta. F A 
aT FR Ait ae. aerar Paar 
WHYS NepeH ATH Met Caee Aes Te AAS 
fetta faa det aad. 
THA SAMA Ye Tadela scala 
AYAS Ha Al Aa AAAS 

Gal at AA Ala AaeMt yerarar aay ail 
(atm) Mma sae ae a 
Ted. AAS GM Aelead Wed. ASMA 
leet ae ferent TAT tH haa - 

4) Seta Set ara 3 ar age sat 
ATA Agee TA AS. Yoel erat 7 
area eT aa att Aa ae aH 
Hata ays Ara Sar Wy stad. 
Rahat ait meat ara me 
Pero ste seas ae. Aaa 
Tre at fara: adr ao yar a 


TT Ta Ae. AAS AOE Bar eA 
al ara Masa adl. aT a Aaa aria 
AMM Taye ABT UT saa 
He. Asal aaa 30 a wo Pera aaa 
MOTSaG AM A aal HY ste ota. Walaa 
qe + oot arg at APT Aa SATA aTs|S stay 
TH oH Wa. Wa da SAM Seas AAR 
Wea Aad. Ara at sata ema 
Techeat UT ATOR Aaa Yo AAA AM 
Tet TST. ay ASA Ade Areva 
aa FAT SAH AMM Va ae. mrad 
area feat eer area wee Td Ida 
oat. ata ont arta | area 
HM ThTA AMA ARTAM sreradan Aas 
TH Ue ARPA Say wa ans. Taal 
amd faa ates ara art far ad aa 
Tel. SPA Tare AT SAT OTeaT ata OY 
Ge. TAM areas ATA Varedt Sor 
Aaa Ael feat a AY aT A arearae at At 
cari ae et se sar. afta aways 
Ted as fogs a fea atria 
TAT Are eel SQ Maar. AMG 3a x 
faded aae at Pata anf aaa ae 
Part amas sora werd snttr ary 
aa ATTA frarra qadt ast aaa 
eee TT Val cade ara faa ada sah 
&) Sretagara ont aera 3 wart ara ai 
SoA OT Ae Tee ger sar SF Sate 
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AMT Me aS AI AT APT WPA 
OM @t. Fee MMA Yas HA AA Wed ATA 
UAT Sas Woe fata wr se . 

0) Aaa § Wade areat Misad atari 
-q Wet wat at eared ara feo ava 
Tray SATOT Wistar, aHreferas srihr amleay Acer, 
qi. ataard ara are ora Pear 
are 8& Aaa AMM FHA Hac Ia sri 
metal Aa - 

¢) AIH s waren HT Rash area aa 
4 aot feat AMT Sree AAA Sat A ATTEN 
Ue AMT «Sa Oa OCT 
Trt crt aad ae at arent 
ATA AS ST, aA ee HUT, STMT Get AeA 
CAM SUM BAT FA HU. Ae we 
at TR ard sea aca aeq fa 
ATTEN TSE Bera Saad HRA AA Ala 
ea Ta Ad.anarean Pada yaar ast 
ae Aad ¢ SA UA aoe wea, atta 
Wet. Fepoet aaron waa aT 
PAM Atel Stadt. aT Aat AA Tatawararat 
Vora area fat wered caqq-en zAfasr eq 
MAMI SrA 


mds sa wits a aR 
sora AMT dad. aea, Ren aa 
racteT wre HS fra aE sent = aE aT 


aaa Ade Fett WI Aa aaa aaa. 
aRTT AMT ae area ae eT 
Maa Aaa Pa aa aed SI ST 
TST TERT Arete feat sy THe Ae ATTA 
até. AWacerar uPRadisit anftr arraist 
TOTTI arlty Safey emery awry at ax 
Tea Aol Wael aras PAM aes at acs 
aq WF Ye Mead. area se aa ae fH 
ATA AeA TTT AT GOT ATTA Aaler 
wet dal fred ont are ate art 
GRE Waar Berd zal 

Ware WT 8 sar Aas ae fear wares & 
Wa Aa AA. Aaa rae arf 
TAT BI AAA Galas AA FOTS AMAA 
eat. Al Sua (2) Ars, Aeryl, weary, 
AM AAs sae Arann FATA (2) Area, 
SO ATA hia Va AT sag 
wad. (3) aaa ania sar adaarren 
wed. («) award ara wr ala aar 
ada ama (4) aan Arar arate 
Tt AM are aiet A. (&) AQUI wet 
fem ai eq ae war wat. (wv) Fara 
qaMem at aiefrH rat. (¢c) mata a 
WAM aAraetta are, so war oma 
AMA AT AAT TA Aer Tacs 
Perit a preter sitar Sea a. 

at Ae 3 seta arava War ToT 
areata a at at asa arasion, 
Tard Me AL Uber aM Ae ATTA AT 


GAR 2002: OS. 2° 
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adit Has at ee var aren al daw 
Ware Sara Al Al Aare feats HTT 
@ oe Maal AP Aer He. 


Pret s ca oe tear ara at faa ane fe 
aalad feateart Mate qagestt sect 
US AMAT HATA Wes edt suttt Gran 
aah MATA IA Ss AMAL. SereTT ATS 
aed a Gaetan arta dada watts 
SM SU AAT GRIT He All. Perii- 
Tar WAGE GR We Hara Ta aa aa 
ara aad. ayia aaa wer yt 
Ad Sorat aaferaat aT far sigdert ashi 
Bh SM AY THAT salt prorat Staaten 
Tea AAI MT wad ad. Dragan 
Teaara ive rest ay TH. AA 


aaa Fae aera A ata fearaet 
armel aoa a oafedrear | peor 
TAA NTA ATs. We aT ARAM Mest Alea 
TANGA TAMAS sa SrA APA Vee oA 
Peas ARAM Aaa Al. HAA aT 
Uinseaiet Sat oa Yeh AA Aaa at 
ara ANd arraar Piara uu da 
am Tory frp seat arate Act 
aM Bra Aes er q alae aat wat z 
Tat HOM HH Aad. aareha Aeneas 
PANT Stet SH Gaeta Tare af Radtar ara 
HUA VI Bld Aad. Ard AIATHS {0 
qargat ha 32 aaa sresatar erat At stra 
&0 Ml at Nell ay Tae asa I 


TMTaR staciga ore aredt arfedl Hea ay 
SMAI Be. ARPA Sl UR Bal GF ae. 
q wd wert amdred, deo, uRae g 
oaaeyett. | STA Sad AMA 
PRT SIT set sig—asla frag wa 
Tel. WT sig, ata fear Gaed ardasa 
Sa AWASARoa sree Verret se 
oa a MR eR quo ane 
Te WMA. WIT, GRA FT oas VTE 
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RUG HU? SARA Baw Wel HI 
sed? ARIA Vos safer werfedeara 
art pred? = BaRARNSAT:SCsdTTs GR 
UI Udell ues aif raxlara 
Caesarea Ultsn Gael afss. 


arafasaa add @refarel: 
9. Tara FUREY WIR — eared wd 


Frotgeaecr Geel I sae WENA Ap 
SMicat TR Co A CY CH SIRT aA ea 


beet Ue aor ura geal & wala 
STAI & Mey To we aad vaty 
qTaet Ut Beq peel wey are. yey 
Vol J US Besa fl a sat sug 
are, UT TW aR ag afl ane 
came 2-3 fers fre ont aod a 
det Wraae Gq AeA Aelel sear. 


TR STF SRT Wendt Vgarerea 
sed. 2 Wed Ae a dea was vat 
Pod. ea usar (298 X 900 Sh) 
Hcdsuyt vpal sf VA Yor we 
RTA. : 


2. Udo Yoda — wear sea a 
Uduttip Yeon cag a wer ae 
aay, aes UR OMe OTR «Cea 
odd! CMA ad URE wae a orpdie 
Saul WaT sae. 


3. Maae — soet ara & secisit 
ACH VIA FSTGt sGeH APTI, 
are, fear, wat, seer ardiay 
OTA Cd sget sr, FT ara wre 
AIS) Vadlh Bad. Valery wv sqgqy 
wel oler fafaer warez ashe, areata 
quay al det Tel sary Ha a sax 
Freqartt ae Tak od sad. RT 
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RI A Bi, Ward apex amfer silsen 
WMT ACH Tel Slt Tees Ey & Eel 
PH WAsdid. Woda g aud 


WY WH Ast F WI ses 
ARTI: 


WS WI Bao gq agen 
Tad SRY aged sald sis smray e 
Dw Slecx Asal, sige sift cia em 
WH el. soe ay, oR ar was 
q yqQuTywm cael uleol. aoe Wao 
amet Us ed oT Ae SM oe aa 
gefast ont Fea eT TTT 
Wasela kata We pe Buel 
STANT APM Fg faa & serge} wa 
Ble & Od MAM al anqgap 


Tea FT UEPRIOAM errors yccurary = aare. 


Varela, TAT Yaa afr ara, aaerg, ae: ae, stew: stsar, Wr, ait] oo 


8& 


are walt et asurar fay 
AAT APR Pat Tse are. sTTey SAA UE 


AYT Be WA Wel FT ager ae. A 
Petit fecteit wre ast cori are. IR 


mera Saree are. 


daw aeansqorer. AU Ye:, Aas 
q fa arent oset far are det yey 


IRs Gaels 


HIATT Bs Urdt Aleit Hot Vy saa 
oe. ARPT s UR Ulst dq ae. J wa 


are aed, wee, wer 7g 
Sate. oes orwandtt waa deo 7 


waaay a oReR: «eared ao xa. 


CEG, (A) weeardt Serer, (a) adi, aie 
Tel, Sard AIAG Scare 

fvares oft eit F 
YSU Ath set AX co FT Cy tah 
ane mal ela SSCS ISICe)I 


Mesa My ef STF STA yo wie are, 
CaMAT 2-3 feaargdh wxctet WT aaNet az 
CUdet Wa Vig Herel saa. 


eon FJ cycle ura ada sya 
ARM, Hat oF AlHre Tae yao, PATTY 
feat Uaies Sercteot VI BATTSAT Uderret 


q Pa Ucar Wears Rat AA, = ATIUT 


CH OT TAT ISAT AGA YEaT SOE Bop. 
aged arre froqad ade dv & ud 
cel Ufest. Gar cad: FJ Warendia 
Un acaHr taeodar frye Hey savas 


COMA sere Uset elal. urease 7 


aT sTORAS PAST 
ed. “yhet aq ae Hite 
wary” anfet “see qorarten 4 Y eo cab 


aol & Perit wevareanst sant ame. 


geqt wr anf aaa 
aoa OT SX Bigot all Veet ara Pray 
TEMS Aes ome. aired se wach, 


Ufeet urtittes factrast AERA, 23 SHAR 200, WY, Aes facaray Sarah derea 
PARTS AGT, SATIS airs Wordteah areares, a ¢, HH3, 99 Arq 200C: Wat W-30. 


* * 


* 
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MT wT sae cHet a fel dyubriiar At 
TM al A BAST BAIA STANT area. 


FATT ATTA GAM soe BIA FT HrAeiar 
Masa add. saad oPRad far ara act 
4 Porras sel AT = WaT ea aT. WT 
qa APT Aaa. Hm was Fler qadl area 
TAM Alot Heal AAA. HIT Aa ase Alar 
AMT. SF APA AAA AAA ST AAMT FET ets 
Ted. Vy ase AeA FM, gat creat zy 
Wa Ub eg Suey ane AA AS Aa ae. FAM 
ae AAT Gea Bat, ve fear aad Ate 


A deaala yeleeneaid Aerdar srafeea 
Ta ait HA Hwa ota Aa. Draw 
WA. Ua.(eafaen) dt vediqeat Raat. wg 
Td Sa Atcten fear, arét at, g ara aed 
ays Ht, watt a wafaa sera Yar area, ard 
Sete amt seq Pam yt Fas a oa 
aa. let Wat Rist aha art aera 
qe Yat. 


Bl aceite aA FT HMA Aral ee ara 
q Paqsdt ata gat oat ansitate ara sect 
Ta aiet cara faa wart 4 ae 
ara aes, Afaen a aera wala, we or 


i ee ee 


aTCATS, %& fStaz 2000, Fas. 
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Cae ASOT Para ata acter ATT 


eA A FU Hae Aad WT AT ret Tact 
qahld Ael. Vat Ward Ba HoT A aad 
Wd Wad AIIM GI Aass aad. fasraas 2 
aA weird awn aad. seat we ama. 
met RA Tada Si ardataa aM eS Alar 
Fee Bal. Al AVA wa Wadd. WW Aida 
SSN AAA sa al aA AT aelewata saa} 
area AM. a AM Ae, Ge AA A aw 
Ted. derma a sed weadrar qya 
qq fra, Fat a aay ae dam ase 
Wal UT esr eal J alee Gr areaarel ora. 
Tq St Mam west aM, sree salt area 
SAUNA SAT. AT Aaa SMA, HTT 
AMT Baar A MS Soy amare aka az 
SUM TevaraHrta, saa! aac Sar one, 7 
ATI GSA Ale. Ol AA ara Saar wea 
ads, Hea, Pasta FT ae wd 
MA Herel Tet ara fread area yt ada 
TT SM AIT lat AA ela Mad. al 
amet a Year fieaa at at savarad. 
SCM A cot Sal % adhe ade aae. 


R_ am arran far eet a aRaa Fa 
a aaa ae. Tara Ca wr war ad 2a 


: pou 
SRA. FRIATAT Gre sere vert 
fod a Wear Ge BI Sra veref 
amd. gt aa vol fod ¢ ae 
eld. Beret weft wacrax ay Aferent 
Gras fat evar GA Aiea Ade 
oad. AMG Oe syare oR ae. ATA 
ory, HS FT AM wal. Ta Aree? |e. 
Te oe a Arad yediaerar aftaca 
9-20 ce TW a ane. fagagarora 
garda = faRfR@eat = araeena, 


Wrap ws aA 
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oret wet wa 8 6fiReare 
(Hibernation) SsIearegr USI AT we 
Bead. Wea ror aged 
qiqay aeaal eet sad. ial ét efter 
fafteaat Gach area. 


SITET. Ura 


Gee UR Sel. Za ye cla feet 


udurie aera dq aer wa 
; sa cyan, tearm 
Ts! Wel se. & we astny 
aT faydid sm wad We 20 galdia 
oe F SUN one. Uae anf ueuRa 
OM elt scl SA WIA WA ae. 


saya areyddta era og 
a UWhs Geet Hea Bem ae. ae 
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_ FerA 
ARPA Gd FT MHRel a sgadtt sant = faaoAMax, Glaonertex erat wae yy eT 
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Ard see et GalaRvrara wm 
ArT, Coral are faa Hw Ay ATE. 
AW wad aad BaeRdst Hes 
Wainer gera Pedi. seq sft 
set ARPA GaraTay sdeig4 3A. 
Garay Yeuergot fear sryeaerqey sirgeey 
STentay URUTA Ged. HRA edward 
feqErpiel 99,000 Bulk FT 99900 AdlH 
ca fdter Yodarilax Had, 


a1, vatarsy q amiray 


AM. WANs Ska uae arr 
Gea ¢ ater are fedl wert ane ara 
AAR Pl AAR Re. Ud se sear 
(3) ware se1 aoe (9) 


am a te ol oer ade or faa! 


FRAT STARA ZT yrsTearsy yer 
Hate! Be. APPA Vt sara 3 
WMsST Sel Hl Cc tah aA A 
SSA GAR GTA. Ske AAT BRS 
ga Ad Ae sera sas set ta 


ud wel. Wer Aa a aed asieda 


Gt yoo TA see a a sanden 
SUR Teclea Ford saeagqes urea 
aera Wireaqt ad wm wat da ane 
airecdel aaa fear eardt arte. 
Goal Fat F AMeisAehter Feat Ueal Te 
aa Rea ol? VIAN Form gq For 
Tad wp Baa wrap ane 


WH-Gerd VAT wafer! wea eye 
foaat Ura sre? a TeaHrya 
WA stpte bal dora fear waifva 
FETT WaHld see. 


aNd wee eeoania zd: aa 
Oba APTA ARI Grae 
Ty areal wararar fear gor wie are. 
ae Yordl ara qe Hwa sax. 


fect Te BA Gay cova wet Yea. 
SERNA! wal yart wy saad a 
Mad Vad Va. 


Orr Ulf Ga set vary Ue 
Yet Ael. Bea Me FT ah sw sed. 


yead F Ad Wh HAVA Jaad. a 
EY Roget uid der atas fas cena 
adel uid. were Rac wHEpa aa 
Read! ard wel. aH Ges Tea 
Udet TT Husa Fotax Guo ea 
ATS SRY ASH Brel Bre. 


Rat Beret vert afta, 


aad. 9862 Gell arel Geteat oecia 
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By Wd wat ma ufeaa aa 
i ail i 

frtiiareryieeniecnman aimee 
FAA Waa aaa. ama a weafear 
Tel. QI Werda wel aA wer 
Fad 7 WH A we Woo wea ae. 
aaa HN aah acer aa. “siete 
Pra qa AMSA aaa Beara 


adda: SaH at wma Adar 
FRI a oftea ater wa. fearmarf 


art 


9 dan /aaifeaon at qa. afi ada 
asaaa! 

2 GMdel BA Ass AH, Hat HAT GL. 

32 Wade Veritas va areri erat. 

4 Henrie fafaaan sare. afer serra 
él Weolect are. 
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1. Efficacy of Sterilization method has yet to be demonstrated 
(Control of rabies through limiting population of dogs) 


The exact number of dog-bite victims in Pune 
is not known. However, it is estimated that about 
30,000 cases of dog-bite occur in Pune annually. 
Of these, about 10,000 persons go to the PMC, s 
Gadikhana clinic for treatment. Because of high 
rate of occurrence of rabies infection in dog bite 
victims, each case requires risk evaluation as an 
emergency measure, immediate protection through 
the treatment of the wound, guidance for further 
care and post-exposure immuno-prophylaxis with 
anti-rabic vaccine and hyper-immune serum, if 
needed. Unfortunately, entire long-drawn process 
of immunization of dog-bites is quite bothersome 
and painful. Apart from the physical and 
psychological trauma, the financial burden too is 
high. Under these circumstances, it is desirable for 
the PMC to institute public health measures for 
preventing dog-bite. 


This proposal is a follow-up activity of a public 
seminar-cum-panel discussion on ‘The control of 
Stray dogs in Pune” which was held under its 
programme of “Health Sciences for the Society” of 
the School of Health Sciences, University of Pune. 
It was held at the School on 26™ August 2000. The 
proposal is also based on the advocacy of the World 
Health Organization on rabies control and 
elimination. For prevention of dog-bite and elimi- 
nation of rabies in Pune metropolis, a well 
coordinated programme has to be evolved jointly 
by all the local authorities. 


There are three ways of doing this: habitat 
control, controlling access to food, destruction, and 
reproductive control of stray dogs. Habitat control 
and controlling access to food sources such as 
public garbage containers, discarded food and 
animal carcasses is a good and effective biological 
measure. However, given the poor standard of 


solid waste disposal and the limited capability of 
the municipal administration, this approach seems 
impractical. For various reasons, control of dog 
population and rabies through destruction of stray 
dogs has not been effective in developing countries. 
Naturally, this method cannot be given the priority. 
The method of choice will be the reduction of 
fertility of dogs by sterilization. 


The Blue-Cross Society in Pune has some 
experience in this aspect. So far, they claim to have 
done over 10,000 sterilizations of stray dogs. 
Hardly 15 dogs are sterilized in a month. Critical 
view of their data and presentation reveals that their 
strategy for controlling stray dog population in the 
city has not worked. One of the reasons for this 
situation is that the organization is covering the 
entire city and their resources fall short of the 
probable requirement. The practical way of dealing 
with this situation is to allocate an appropriately 
sized locality to the Blue Cross Society. Here, a 
scientifically controlled field study should be done 
to test the efficacy of the sterilization programme. 
Until the efficacy of reproductive control of dog 
population is demonstrated in Pune, the present 
practice of discriminate destruction of dogs, with a 
view of controlling human rabies infection, should 
continue. 


Pune should be mapped according to the ‘dog’s 
regions or zones’. Rabies death pertaining to a 
particular zone will indicate that some animal in 
that geographical area is serving as a source of 
infection. Therefore, such an area should be 
declared ‘rabies infected’. As a special case, all 
stray dogs should be destroyed in this ‘infected 
zone’ and zero stray dog status should be 
maintained there for at least for two years. 


Is sterilization an effective strategy for reducing stray dog population? Monday Debate, Maharashtra 


Herald, Monday, July 19, 2004 


Note: ‘Stray Dog’ is a misnomer. These dogs are there because of the food and shelter (habitat) is readily 
provided by the people and self-local government. If the entire biodegradable solid wastes (food for dog) is 
hygienically collected and disposed of in time, so-called ‘stray dogs’ will starve and go away. There will 
be no need to kill them. This is what has happened in the cities in Europe because of high standard of 


sanitation. 


2. Report of the Committee Nominated by the Government of 
Maharashtra, Department of Public Health, Bombay, to Inquire into 
the Use of Anti-Cholera Vaccine in the Control of Cholera Epidemics. 


Introduction: During the winter session, 1988, of 
Maharashtra Legislative Assembly held at Nagpur, 
an assurance was given during discussion on LAQ 
No. 68960, that a Committee shall be appointed to 
submit a report on matters related to incidence of 
Cholera, Gastro-enteritis and Diarrhoea, use of anti- 
cholera vaccine, etc. Consequently, Government of 
Maharashtra appointed a Committee under 
Government Resolution (in Marathi), Public Health 
Department No. EDA 1088/CR 268/Health-7, dated 
7/3/1989. The committee consists of the following 
members: 


l. Dr. N.S. Deodhar, Ex-Director, All Indian 
Institute of Hygiene and Public Health, Calcutta 
(now in Pune). — Chairman 

Dr. S.V. Apte, Director, Institute of 
Immuno-haematology, K.E.M. Hospital, Bombay. 
Member. 


a; Dr. K.H. Dave, Director, Enterovirus 
Research Centre, Haffkine Institute, Bombay. 

4. Director or his Representative, National 
Institute of Cholera and Enteric Diseases, Calcutta. 
ot Director or his Representative, National 
Institute of Communicable Diseases, Delhi. 

6. Director or his Representative, National 


Institute of Virology, Pune. 

i. Dr. Dilip Dhande, Yugdham Complex, 
Central Bazar Road, Ramdas Peth, Nagpur. 

8. Dr. B.S. Choubey, Dean, Government 
Medical College, Nagpur. 

9. Dr. P.V. Sathe, Joint Director, Medical 
Education and Research, Bombay. — Convener. 


Terms of Reference: During and following the 
rainy season of 1988, there were epidemics of 
cholera, gastro-enteritis and diarrhea all over 
Maharashtra. Anti-Cholera immunization on a 
limited scale, were carried out as a preventive 
measure especially in rive-side villages and villages 
which were previously affected. The Committee 
was to report on the effectiveness of cholera 
vaccine, also taking into consideration whether the 
limited use of Cholera Vaccine in Cholera prone 
areas of Maharashtra has resulted in a higher 
incidence of cholera, gastro-enteritis & diarrhea. 
The Committee was also to make recommend- 
dations on measures to be taken in such epidemic 
periods. 


Deliberations of the Committee: The Convener 
had a preliminary discussion with the Chairman and 
Dr. N.S. Wanere, Joint Director of Health Services 
(Health), Pune on 3/6/1989. The information to be 
supplied by Dr. Wanere to the Committee was 
identified. This included data for the years 1981 to 
1989 for different districts and urban areas of the 
State for the attacks and deaths due to cholera, 
gastro-enteritis and diarrhea, the number of cholera 
prone villages, the anti-cholera immunizations 
carried out, etc. The reports of epidemiological 
investigations of the outbreaks were also made 
available, and reports of examination of water 
samples & stool samples. Circular from Directorate 
General of Health Services, Government of India 
on the use of cholera vaccine in natural calamities 
and in routine public health practice, and the 
minutes of consultation meting on typhoid and 
cholera vaccine held on 29-1-1988 under the 
Chairmanship of D.G.H.S. were also provided as 
reference material to the Committee. There were 
further discussions between the Chairman and the 
Convener. After analysis of the voluminous data 
was completed, a meeting of the Committee was 
held on 17-10-1989 at Bombay. During this 
meeting, the Committee also had discussion with 
Dr. D.C. Badade, Jt. Director of Health Services, 
Bombay, and other officers of the Directorate of 
Health Services. The report of the Committee was 
finalized during this meeting. 


Observations: Office of the Joint Director of 
Health Services (Health), Pune, provided to the 
Committee the reports on cholera in Maharashtra 


for the years 1981 to 1989 (up-to-date). These 
included the following reports — occurrence of 
cholera, anti-cholera immunization work, 


investigation reports on cholera outbreaks, water 
monitoring for chlorination, etc., for all the districts 
and taluks. The following observations were made: 


, There was no anticipatory anti-cholera 
immunization in the strict meaning of the term. 
Such a measure could be instituted only if an 
efficient and effective system for epidemiological 
surveillance exists. Considering the current state 
of the epidemiological and laboratory services in 
Maharashtra, it is perhaps not possible to establish 
such a system in near future. 


a It was obvious that anti-cholera immuni- 
zation programmes were almost always taken up 
when the cases of or gastro-enteritis were reported 
from a village or a town. By and large, whenever 
there were more cases of cholera or when large 
outbreaks took place, the number of immunizations 
increased directly. 

fh There was no uniformity as to what 
constituted ‘Cholera Prone Villages’. The number 
of such villages varied considerably from year to 
year in several of the districts. Some District Health 
Officers had, however, prepared a proper list of the 
riverside villages, although scientifically there is no 
sound justification to label all such villages as 
cholera prone. The other District Health Officers 
apparently considered a village as cholera prone 
when a case of cholera of cholera was reported 
from that village. Thus, their list was, in reality, a 
list of cholera affected villages and not of the 
cholera prone villages. 

4, Absence of true anticipatory anti-cholera 
immunization was clear from observation that 
immunization programme against cholera was not 
generally carried out in the so-called cholera prone 
villages unless cases of cholera were reported. 

De The reports of investigations of cholera 
outbreaks/epidemics were largely administrative in 
nature. Unless epidemiological investigations are 
done properly and the causal factors are identified, 
result of such studies will be of very little utility in 
the control of cholera or any disease for that matter. 
6. Data’ were not available to study 
chronological relationship between occurrence of 
cases of cholera and undertaking immunization 
programmes. Epidemiological analysis was also 
not possible for want of comparability, data on risk 
of exposure, and other epidemiological parameters. 

ts Generally no remedial steps were taken after 
the investigations so as to prevent recurrence of the 
epidemics, especially the long term measures to 
improve sanitation, cleanliness, etc. 

8. The reports on water quality monitoring 
clearly showed potential contamination. There was 
ample evidence from these reports that chlorination 
of water, both in the villages and cities, was far 
from satisfactory. This was true even of the 
Municipal Corporations. Report after report 
showed poor bacteriological quality of water 
samples from the same area over long periods. 
However, there was no evidence of the concerned 
authorities having taken any corrective steps, even 
after finding that the drinking water was 
contaminated and potentially dangerous. 


The Scientific Up-date: 1. As regards the efficacy 
of the currently available anti-cholera vaccine, the 
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protection after full immunization (two doses at an 
interval of 4-6 weeks) is only partial, 50 to 60 per 
cent, and immunity is short lived of 3-6 months 
duration. 

2. If a fully immunized person gets an attack of 
cholera, severity of the disease is not affected and 
the probability of death remains the same as in the 
case of unimmunized person. The vaccine cannot 
prevent transmission of cholera vibrio to others. 

3. An immunization programme is never effective 
as a measure to control epidemic. It may be 
effective only if it is anticipatory, if at all. 

4. Person-to-person transmission and transmission 
by houseflies do not ply a major/important role in 
the spread of epidemics of cholera. 

5. Because of proven poor efficacy of anti-cholera 
vaccine, cholera immunization is no longer required 
for foreign country travel under the International 
Health Regulations. 

6. Immunization programme against cholera 
generally creates a false sense of security to both 
those who are immunized and the health 
administrators. Such an activity should never 
supplant more effective control measures. 


Answers to Specific Questions: 1. Whether the 
incidence of cholera in 1988 in Maharashtra 
increased because of the limited use of anti-cholera 
vaccine, and that too only in the river-side villages 
and the villages affected earlier? All the 
observations and the scientific evidence clearly 
point out that the efficacy of the currently available 
anti-cholera vaccine is quite low. In consideration 
of this it is incorrect to say that the limited use of 
anti-cholera vaccination resulted in the increased 
incidence of cholera (in the river-side villages, etc.). 
2. What is the utility of anti-cholera vaccine? 
What are the anti-epidemic measures recommended 
during an epidemic/outbreak of cholera? Although 
the use of anti-cholera vaccine is not recommended 
during an epidemic of cholera, in an endemic area 
anticipatory immunization may serve as an 
adjuvant to the sanitary measures such as supply of 
safe drinking water, sanitary disposal of excreta, 
high standard of food hygiene, and high level of 
personal hygiene. 


Mass immunization with anti-cholera 
vaccine during the last big epidemics of cholera in 
Delhi was not appropriate, and has unfortunately 
set a wrong example. 


If epidemics of cholera are to be 
prevented, there is no substitute to the high levels 
of environmental sanitation and personal hygiene. 
Of the utmost importance are — sanitary disposal of 


human excreta, protection of the drinking water 
supplies from contamination, and supply of 
bacteriologically safe water for drinking, etc. 


The measures during an epidemic/outbreak 
of cholera include the following: (a) Prompt 
notification and early treatment of all cases to 
prevent dehydration and electrolyte imbalance. 
Concurrent disinfection is essential. Immunization 
of the contacts serves no purpose in terminating the 
outbreak. (b) Revamping public information that 
during an epidemic people should be very particular 
about cleanliness of hands before eating/drinking, 
and all aspects of food hygiene; freshly cooked and 
hot food should be eaten; fasting should be 
avoided; only safe (chlorinated) water should be 
consumed, etc. (c) Only properly disinfect4ed 
water should be supplied for drinking and cooking. 
Anti-fly measures may be instituted. (d) Each 
outbreak/epidemic should be epidemiologically 
studied and investigated to find out the causative 
factors. Long term measures should be taken to 
either eliminate or contain the factors that caused 
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the epidemic/outbreak or take such steps to prevent 
recurrence of the events/situations that were 
responsible for the epidemic/outbreak. It is 
desirable to establish an efficient epidemiological 
service and _ institute strong epidemiological 
surveillance of the major communicable diseases as 
an integral part of any programme for disease 
control and prevention. 


Conclusion: The belief that anti-cholera 
vaccination is an effective measure par excellence 
and a certain protection against cholera is false. 
The Directorate of Public Health should not be 
pressurized for anti-cholera immunization program- 
me on any count. In fact, the Government should 
take necessary steps to undo the prevailing wrong 
belief about the anti-cholera vaccine. 


High priority should be accorded to the 
prevention and control of all diarrhoeal diseases, 
rather than attending to cholera as and when it 
appears. Watery diarrhoeas kill far lager number of 
people, children in particular. 


rena ae re ee a ae Gan ae use OO Re Daa ae 
Report of the Committee nominated by the Government of Maharashtra, Department of Public Health, 
Bombay, to Inquire into the Use of anti-cholera Vaccine in the Control of Cholera Epidemics, etc., 1988. 
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3. Delivery Systems in Communicable Disease Control and Eradication 
Programme — Some Problems of Research for a Future Set-up 


No planning is worthwhile, both in the control 
and eradication of communicable disease, unless an 
effective delivery systems are provided so as to 
take the programme to all the people at all places. 
No programme can direct to the welfare of the 
community unless it deals with efficiency, 
happiness and health which not only makes human 
life useful, but also adds to it j oy and pleasure. 


In the delivery system of health, we have to 
consider three aspects: (a) Community of the 
people who are to receive the benefits from the 
programmes; (b) the medical and _para-medical 
workers who are the direct givers-receivers of the 
reactions of eh community and the feelers of the 
results & impact on the people of the programmes; 
and (c) the supportive services which include 
supplies, supervision, education and training, 
evaluation, coordination and leadership. 


The Background: Since independence, our efforts 
have been to develop health services as an integral 
part of community development programme for the 
welfare of the people. Importance was given to the 
rural population which constituted about 80 per 
cent of the population and hardly any health service 
was available to them. 


In our Five-Year-Plans, considering the pattern 
of illness in India, and high mortality, as a result of 
communicable diseases such as malaria, smallpox, 
cholera, tuberculosis, leprosy, filarial and trachoma. 
These control operations on such a large scale led 
to the establishment separate administrative organi- 
zations starting from the level of Government of 
India right down to the people in the villages. 


Our programmes and concurrent scientific 
development met with varying degrees of success 
and set-back. But on the whole, the pattern of 
morbidity and mortality started changing. This has 
created a new situation which has to be taken 
account in further planning. 


A new infrastructure of Primary Health Centre 
complex was developed in the rural areas for the 
delivery of comprehensive health services to the 
masses. 


Current Situation: Some of the national 
programmes have been spectacularly successful. 
Malaria has been virtually eliminated from many 


areas of the country. Several units covering large 
areas have entered into maintenance phase, but the 
general health services — primary health centre 
complex — have not developed adequately to take 
Over as originally envisaged. Several factors are 
leading to unfortunate tragedy in the eradication of 
malaria, especially in some parts of the country. 
The urban malaria is becoming a growing problem 
and the continued focal outbreaks of malaria in the 
rural areas have necessitated reversion of some 
units back into the attack phase. Such set-backs 
have occurred especially in the States of Gujarat, 
Madhya Pradesh, Maharashtra, Rajasthan, Punjab, 
Haryana, Mysore and Orissa. In 1972, there were 
about 8.16 lakh of positive cases of malaria from 
these States. 


As a result of National Malaria Eradication 
Programme, there ahs been some collateral 
benefits, e.g., other arthropod-borne diseases such 
as plague and sand-fly fever are no longer Public 
Health Problems in India. 


A smallpox situation has showed rapid changes 
and there has been drastic reduction in the 
incidence of smallpox. The downward trend, 
however, was noted only up to 1970 and there has 
been continuous increase in the incidence of 
smallpox since then. The number of cases and 
deaths in 1971 almost doubled during 1972. In 
1973, we experienced an outbreak of smallpox 
particularly in the North and Eastern India. 


Cholera control is essentially the problem of 
environmental sanitation, an area where we have 
not progressed sufficiently. Cholera has been on 
the decline and the mortality has fallen 
significantly. However, the changing epidemiology 
of cholera following the introduction of Eltor vibrio 
in India has created new problems. There are 
several new areas of endemic cholera. 


Tuberculosis is a major health problem but the 
national programme for the control of tuberculosis 
has not still been given the due priority. The 
contribution in the operational measures developed 
at our national centres, have been significant. But 
the effective translation of these measures in to plan 
of action continues to remain a major task for the 
future. Acute tuberculosis is certainly on decline 
but the problem of chronic pulmonary tuberculosis, 
more or less, continues as it was before. 


letanus is obviously only next to tuberculosis as 
a cause of death due to communicable diseases. It 
is surprising that we have no national programme 
for the control of tetanus, a disease which can be 
easily prevented through active immunization and 
aseptic techniques. 


Defects in the present Delivery System: 
Weakness in the infrastructure of the general health 
services, both urban and rural (through the primary 
health centre complex) makes it inadequate for 
systematic delivery of comprehensive health care. 
Coverage is poor and we still have not been able to 
reach the poor man in the cities or in the villages. 
Unless the general health services reach the poor, 
effective control of communicable diseases would 
be difficult if not impossible. The scope of services 
is mostly limited to the curative component, it is 
essential to strengthen the preventive and 
promotive services. 


Lack of active participation of the people in the 
community development programme prevents them 
from taking an active interest in health problems. It 
is essential to put health care programme on a firm 
footing through their active participation. 


Poor supervision and guidance has led to failure 
of efforts at integration. The organizational set-up 
especially at the district level is vague, from the 
point of view of actual management. We cannot 
plan for future higher priorities in the villages 
unless the minimum needs for the rural areas are 
provided. Medical officers of primary health 
centres would function much effectively if they are 
provided necessary guidance and leadership. 


Coordination is essential even for providing 
limited benefits. Health services have been 
adversely affected because of the time targets fixed 
for the family planning programme. Inoculation 
programmes which provide specific prevention of 
many infections have not been effectively 
implemented because of lack of cooperation. 


The number and quality of health auxiliaries: 
Many universally applicable principles of health 
administration have not been used judiciously. 
Apart from good supervision, there are other 
aspects that are also lacking, e.g., good training 
programmes for field workers, clear instructions for 
field staff, in-service training on the job, referral 
system, etc. Much of peripheral staff has been 
hurriedly pressed in to service without adequate 
training facilities and supervision. The population 
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to be served by each worker has been arbitrarily 
laid down and the logistic problems have not been 
fully studied. 


Organizational Set-up: Much has been said about 
the problems arising out of the log-arm- 
programmes. However, nothing has been done 
about so called Basic Health Service, and training 
of multi-purpose workers. Whereas specialization 
would be desirable at the top level of 
administration, at the peripheral end of the health 
services all functions should be totally integrated. 


Lapses in Planning and Evaluation: In planning 
the delivery of services for the control of 
communicable diseases, the importance of the pilot 
projects and the experience gained has not been 
fully realized. At times, pilot projects are 
conducted, but unfortunately the findings and 
experience arising out of such pilot projects has not 
been made use of in the final programme planning. 


There is no inbuilt provision for evaluation of the 
control programmes except incase of National 
Malaria Eradication Programme and the National 
Filaria Control Programme. Unless there is an 
integrated evaluation and timely corrective action, 
we cannot ensure successful implementation of the 
control measures against the communicable 
diseases. 


Plan for Future Set-up & Areas for Research: 


Administration — Management skills, effective- 
ness, evaluation and cost-benefit analysis are some 
of the basic considerations that should draw careful 
attention. There should be willingness to bring 
about the necessary changes in the present set-up, 
however drastic they may be. Evaluation techniques 
should be worked out for each programme for 
communicable disease control. 


Vertical Programmes — These need to be integrated 
with the general health services. In order to do this 
effectively, it is obvious that the existing structure 
and working of the Primary Health Centre Complex 
and of the Urban Health Organization needs study 
and strengthening. Integration involves many 
personal problems and conflict for want of proper 
understanding and attitudes. Several pilot projects 
would be needed to work out the ways in which the 
vertical programmes can be integrated in to the 
work of P.H.Cs. Optimum balance has to be 
reached between decentralization & centralization. 


Multipurpose Workers — Training of the existing 
personnel and utilization of these in more 
comprehensive jobs should be paid highest atten- 
tion. As much importance needs to be given to 
training of B.H.Ws. and A.N.Ms. as for medical 
graduates. The details of such persons to be newly 
trained, the objectives, content of education, job 
specifications, etc., would have to be worked out in 
the field situation. They should receive practical 
training. The country is so big and diverse that 
there carinot be any strict uniformity, and flexibility 
is essential so that the local needs can be satisfied. 
Multi-centered research would be needed to ensure 
availability and well trained and competent health 
auxiliaries. Training of supervisory _ staff, 
especially of Nurses, Midwives, Health Inspectors, 
Public Health Nurses and Health Supervisors or 
Educators would be of equal importance. 


Health Statistics — Our recording and reporting 
systems should be complete, reliable and quick. 
Pilot projects on suitable organizational set-up to 
ensure the statistical needs are essential. 


a 


Health Education — Unless we design effective 
measures for active participation of the people, 
there will be many apparently impossible problems 
in the control of communicable diseases. Other 
factors which would help to create confidence in 
the minds of the people needs to be examined, e.g., 
involvement of the general practitioners, should be 
looked into. 


Education and Planning — Training of the future 
doctor as a leader of the Health Team needs 
research and experimentation. Management skills 
are to be inducted. 


It is essential to turn the modern medical 
knowledge in to rational action for welfare of the 
community. At the same time, one should note that 
both excellence and relevance in rural medicine are 
essential to stimulate and challenge the students and 
the people. Community medicine is not a dilution 
of science and technology, but enrichment. of 
science with community. 


a ere is Sh ee ee 


Note prepared for Meeting of Expert Group on Communicable Disease, Department of Science and 
Technology, Government of India, New Delhi, May 1973. 


98 


4. Comments on the National Plan of Action on Children, 
Polio Component (2003-2015) 


1. Poliomyelitis cannot be eradicated by 2005 only 
through immunization, unless efficient epidemio- 
logical surveillance, investigations and corrective 
measures, environmental health components are 
added. 


2. I am at lost as to know how cases of poliomye- 
litis are made non-infectious. Please let me know 
the proposed method of attaining this feat. I can 
then comment. 

3, Adding hepatitis vaccine to the other vaccines in 
the national immunization programme is likely to 
result further deterioration of regular immunization 


converge. Pulse polio campaign has already 
brought about significant drop in regular 
immunization coverage. This effect will be 
aggravated. 


4. Targets set for environmental health have never 
been met in India and will never be met. There is 
no alternative to involve and empower people, 
Panchhayati Raj Institutions, decentralize, & assist 
them technologically and financially. Even today, 
water in Delhi is not safe! Less we talk the better. 
So long as we give highest priority to medical and 
hospital care, and neglect public health except 
during a big epidemic affecting economically better 
people, things will not improve. 


Comments on the Pulse Polio Campaign: 


1. Poliomyelitis is essentially a faecal-borne 
infection which primarily spreads through faecal- 
oral route. In the prevailing low standard personal 
hygiene, direct person-to-person spread through 
some form of contact — the hand-to-mouth transfer 
of virus from an infectious person — is also impor- 
tant. The virus is also present in throat discharges. 


We in India live in substandard environmental 
health with poor coverage of safe disposal of faecal 
matter through sanitary latrines, defaecation in open 
field is common, drinking water supply is unsafe, 
standard of personal and food hygiene is poor, and 
interest of the community in active participation in 
health programmes is quite low. 


2. Oral polio vaccine, if adequate, makes most of 
immunized persons immune from paralytic polio- 
myelitis. Pulse polio programme will certainly 
reduce the number of susceptible persons & there 
by make it progressively difficult for the virus to 


reach a susceptible host. However, vaccination has 
no effect what-so-ever on the environmental trans- 
mission of the virus. There is enough number of 
susceptible to get infected and allow virus multi- 
plication and dissemination in the environment. 


3. Secondly, a small percentage of the immunized 
children may get sub-clinical infection of polio and 
are thus able to spread the virus. Vaccination 
coverage under pulse is for below six year old 
children. This is under a valid presumption that the 
remaining population is not susceptible to get 
paralytic poliomyelitis. However, this does not 
mean that none of these persons will be able to get 
infected in the state of affairs described in a para 
above. Even a very small fraction of the population 
is adequate for the virus to maintain itself in the 
environment and by chance come across a suscepti- 
ble child. With poor converge (well below 98 %) 
under pulse polio and about 60% under regular 
immunization programme, the natural history of 
polio infection is not much adversely affected for 
the purposes of the goal of eradication. It may 
be O.K. for the control. 


4. Incidentally, it may be recorded that in Europe 
where immunization coverage is very high, most of 
the cases of paralytic poliomyelitis are among the 
fully immunized children. 


5. Findings of the case-control epidemiological 
study of 1999 outbreak of paralytic poliomyelitis in 
Uttar Pradesh are revealing. While the median age 
at paralytic onset was 16 to 18 months, children up 
to the age of 14 years were involved. Most of the 
cases were due to type 3 virus which is known to 
have lower immunogenicity. Majority (89%) of 
these affected children had received 3 doses of 
OPV. The most important finding was that the 
affected children have at least one injection in the 
month prior to paralytic onset, classical provocative 
poliomyelitis. 


Polio infection is known for very high propor- 
tion of subclinical infections. The percentage of the 
family members of the affected person, who carry 
polio virus, is known to be high. Provocative polio- 
myelitis occurs when such a person having the 
polio virus circulating in blood receives an 
injection, especially on the buttock. Reason is 
increased susceptibility of the relevant anterior horn 
cells resulting in settling of the circulating virus 


there and consequential paralysis. Thus, occurrence 
of provocative poliomyelitis of this magnitude in 
U.P. is a good evidence of existence of many 
folds of children and others in the community who 
were infected with polio virus. 


6. Originally the target date for eradication of polio 
was the year 2000. Now it is 2005. I wonder as to 
how this new date has been arrived at? What are 
the presumptions? Have we scientifically studied 
and determined the causes of failure to reach the 
target of 2000? As described earlier in this note, is 
it ignoring the basic epidemiological features of 
poliomyelitis? What eradication means? After 
smallpox has been eradicated, smallpox vaccination 
has been discontinued. There is no virus in nature, 
except some nations holding it with some (hidden) 
agenda. 


7. Are we planning to stop OPV use if there is no 
new ‘case of poliomyelitis’ in India say for a period 
of two years after active surveillance? Certainly 
not even after WHO certifies Indian Polio Eradi- 
cated because we know that the virus will be there. 
As in the western world, with OPV use, there will 


99 


be cases of vaccine-associated poliomyelitis. Are 
we going to accept these as a price or as in the USA 
shift to the costly Salk inactivated vaccine? 


8. Even if we continue to use OPV, the coverage 
has to be complete to maintain for ever. Otherwise, 
there is always high potential and danger of 
outbreaks of paralytic polio among the elder 
children. Who will bare the continuing cost and 
vaccine delivery system? 


9. In brief, with the current Strategies and pulse 
polio programme the target of ‘eradicating’ polio is 
unlikely to be achieved. High investment is 
unlikely to be cost-effective. 


10. What is necessary? An independent evaluation 
and situation analysis by the experts are a must. 
Based on the findings, the policy and strategies 
should be reviewed. Uni-pronged attack with 
immunization alone will not serve the purpose. 
Public health measures should be comprehensive 
and integrated. Basic need is to revise and 
strengthen public health system and general health 
Services. 


ee ee ee 


Note prepared for the Independent Commission on Health in India. 
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Introduction: The best way 
to understand HIV is to see 


its mirror image VIH. Thus, 
this virus has become Very 
Very Important Human issue. 
Unlike the old germs, HIV has come from the 
affluent nations of the West to the developing 
countries elsewhere. It has challenged human 
intelligence and has created pandemic of mass 
hysteria. It has attracted unprecedented quantum 
of money for its study, control, treatment and 
management of its damaging effects. It seems that 
cost of the panic it has created is more than the 
expenditure research, prevention and control, 
treatment of associated ailments and AIDS, etc. 
We have gone through ordeals of epidemics of such 
panics (and pandemic) with huge losses on 
economic and other counts, e.g., in 1994 when we 
had plague that never was, with looming 
importation of infections such as SARS and bird 
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HIV & AIDS: Health Care vis-a-vis Mass Hysteria 


flu, and recently with Chikungunya and Dengue 
fever. These panics have been generated largely by 
all kinds of media giving wrong and/or 
inappropriate information and depicting negative 
and gloomy picture. Authorities have also 
contributed by not being transparent and providing 
incomplete information. 


There is no dispute about the seriousness 
of HIV & AIDS problems - socio-economic, 
biomedical, therapeutic, etc. Undoubtedly, care of 
HIV positive persons and cases of AIDS, and 
welfare of their family constitute major and 
complex problems. Nevertheless, it is necessary to 
understand basic natural history of HIV & AIDS, 
determinants of the mass hysteria created by media 
and propaganda, and the priorities in public health. 
Health care issues of HIV & AIDS and strategies 
should be considered on this backdrop. This paper 
attempts to present briefly the ground realities. 


Know Your Enemy 


HIV: In 1983, while addressing scientists of the 
Zoological Survey of India, Kolkata, I said, “*... The 
greatest challenge to human intelligence seems to 
have been provided by the Treponema pallidum, 
the germs of syphilis, by fully exploiting the sexual 
behaviour of man. For self-propagation, the 
organism has made human tissues its heaven. All 
attempts of man to dislodge it are unsuccessful. In 
fact, industrial and economic growth, and resultant 
socio-cultural changes in the societies have 
benefited the Treponema, perhaps more than the 
man himself”.' I did not know that in the same year 
a superior challenger was discovered by the Pasteur 
Institute, Paris. This was christened later in USA as 
HIV in 1986. HIV has surpassed the Treponema 
pallidum in many ways. It is formidable and all- 
powerful. It sneaks into human defense system and 
breaks it down. Then it sits-pretty in human being 
for decades for other germs and ailments to attack. 
It evades clinical diagnosis for want of specific 
signs and symptoms. There is no cure for AIDS. 
The ground reality is that ecologically HIV is a 
shrewd enemy. It does not attack: it weakens body 
defenses. With promiscuous and polygamous sex 
behaviour, human beings continue to present 
themselves to HIV/AIDS and fall victims. 


Epidemiological uniqueness of HIV infection’: 
HIV is a new virus group. Whenever a new 


infection is introduced for the first time in a virgin 
population, in the initial phases it spreads very 
rapidly because the most of the people are 
vulnerable. Consequently, infection rate, severity 
of disease and mortality are high. | Nevertheless, 
host-parasite interaction eventually matures, rate of 
transmission and virulence get reduced, the disease 
tends to become milder and less lethal. The time 
period taken for such a change depends on the 
environmental, host and agent factors or 
determinants. Every epidemic of infection 
invariably develops immunity in the infected 
persons whether they fall ill or not. — Susceptible 
population gets either limited or even exhausted. 
As a result, the infecting agent is not able to find 
and easily reach a susceptible host in adequate 
numbers required to maintain its transmission and 
spread. Sooner or later, there is stabilizing or 
plateuing effect. The parasite becomes less 
pathogenic (Diagram. I). At certain level of 
incidence, infection may become endemic or may 
even die out. 


HIV infection is closely following this 
pattern. However, uniqueness HIV is that it attacks 
the immune system of the body and immune 
response is poor, if at all. What gets diminished or 
depleted in the case of HIV is the stock of 
susceptible promiscuous population. Secondly, due 
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to insistence on ensuring appropriate safety 
measures, transmission of HIV through blood 
transfusion, blood products, surgical procedures, 
use of contaminated syringes, etc., is progressively 
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lowered. Measures are being taken to prevent 
transmission of the virus from HIV positive 


pregnant women to the fetuses exposed to the risk 
of infection. 


Diagram I: Time Effect on Host-Parasite Interaction’ 


] 1 Death \ 
pany \ 

: Severe y 

| Disease ‘ 


| Disease 
l ! Mild 
! Disease 
1 T 
: Subclinical 
! Infection 
i 1 
1 Coexistence 
Symbiosis 


Long Term 
Encounter 


\ 


\ 


! \ 
! Moderate \ 


Initial 


Encounter 


x I 
Death 1 
\ I 
\ ft 1 
Severe Disease ! 
! 
L ! 
! 
Moderate 1 
Disease 1 
al ! 
Mild i 
Disease n 


\ 
\ \ |: : 


\ 
\ e ° 
\ Subclinical ; 
\ Infection f 
\ 
\ 1 a n 
\ 
\ 


Note: Infection means entry and multiplication of germ in the body leading to some tissue damage to the host 


In USA, first case of AIDS was detected in 
1981. Infection spread rapidly in that country after 
1986. This was despite the fact that use of condom 
was common and popular there. Then incidence of 
HIV showed plateuing and spread slowed down. 
HIV infection rate has gone down in North 
America and Europe where the infection was first 
introduced. In Africa where infection reached next, 
HIV is balancing itself and entering into a 
stabilizing phase of its natural history. In cities in 
Uganda, one of the hardest hit countries in the 
World, the number of HIV infected pregnant 
women is lower now than those ten years ago. In 
Thailand prevalence of HIV infection among the 
population at risk rose rapidly from in 1989 but it 
has stabilized and now on decline. In Asia, the 
infection has reached last. But with passage of 
years developing countries are also registering a 
genuine drop in new HIV infections. The story in 


India is the same. The first case of AIDS was 
detected in 1986. By 1998, HIV infection is getting 
stabilized and now it is on the decline. HIV 
infection is getting milder. Now only some of HIV 
positives develop AIDS within one year of 
infection. HIV positive person’s average symptom- 
free life has increased from 10-1 lyears to 24 years. 
HIV infected persons are clearly living longer. 


Prevalence of HIV infection in general 
population depends on the size of interface - extent 
of promiscuity. Transmission is from interface to 
general population and never the other way. On the 
contrary, the transmission occurs both ways 
between commercial sex workers and interface, i.e., 
between A and B. One can expect high rate of 
infection in commercial workers. Incidence or 
occurrence of new HIV infections depends upon the 
number of fresh individuals joining the pool of 
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promiscuous persons. Prevalence or endemicity is 
determined by the average duration of HIV 
positivity, incidence of HIV infection and mortality 
of AIDS. In brief, it is only a matter of time that 
HIV infection will automatically get stabilized all 
over the world and its prevalence will depend on 
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the level of promiscuity and polygamy in the 
Country or given population. There is no question 
of zero HIV/AIDS; man shall have to live with HIV 
at all times to come. 


Diagram II shows how HIV is transmitted. 


Diagram II: Transmission Cycle of HIV Infection’ 
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Sex behaviour and AIDS: International and trans- 
cultural differences in sex behaviour have been 
quantified in a paper’ which was presented at the 
International Workshop on AIDS at Amsterdam, 
Netherlands. Various studies undertaken in the 
1990s confirm quantitatively what has been 
qualitatively known, that sexual behaviour patterns 
differ markedly between societies and among 
subgroups within each society. * These data are 
given in Tables 1 and 2. Unfortunately, these 
epidemiologically significant differences in sex 
behaviour are not taken into account. while 
estimating global/country projections and designing 
control measures. With such basic differences in 
sexual behaviour, common ‘north-centric’ control 
measures are neither universally applicable nor can 
be ever efficacious. These activities shall have to 
be country, region and community specific. 


With its characteristic low rate of 
promiscuity and high end-infections in population, 
incidence of HIV infection in India is less than one 


A = Seropositive - infected cases — Reservoir of infection - all HIV positive individuals who 
are Promiscuous, e.g., most of commercial sex workers, call girls and their clients’ 

B= Interface — Pool of promiscuous persons 

C= General Population — spouses of HIV positive persons, although HIV positive, will not 
spread infection if they are not promiscuous. These are examples of end-infection. 


in 1,000 population. This is less than other venereal 
diseases (STDs) such as syphilis and gonorrhea. 
After all, our socio-cultural factors and sex 
behaviour are quite different than those in the 
countries in Europe, America, Africa and Asia. 
Countries mentioned in Table 1 have much higher 
incidence and prevalence rates than that of India. 
In India, promiscuity is still not acceptable to the 
traditional society; families are stable, family 
institution is stronger, divorces and rematriages are 
not common. In brief, our culture, value system 
and traditions are neither conducive nor do they 
encourage promiscuity. Secondly, measures taken 
to prevent the spread of HIV infection through 
blood transfusion and products, medical and allied 
occupation, use of contaminated syringes, and HIV 
positive pregnant women, etc., have progressively 
lowered HIV transmission through routes other 
than sex behaviour. 


Methods and efficiency of HIV Transmission: 
Table 3 shows routes of transmission. Blood 
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transfusion is most effective mode although not 
common. Sexual intercourse is a poor route of 
Spread, but is the commonest and important way in 
which HIV gets spread. 


Sexual intercourse and HIV infection: As most of 
the HIV positive persons get infected through 
sexual intercourse, AIDS is essentially a venereal 
or sexually transmitted disease. However, this is 
one of the least efficient routes of transmission. 
Chance of getting infected after sex with HIV+ve 
partner is only 0.1 to 1.0 per cent, each time. 


Blood transfusion and HIV __ infection: 
Transfusion of HIV positive blood is the most 
efficient mode of transmission of HIV, but the 
occurrence is low and declining. The reason is that 
blood transfusion is made safe from introducing 
hepatitis, syphilis, HIV and_ other infections, 
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through the preventive measures taken by blood- 
banks and hospitals. Legal provisions under the 
Drugs and Cosmetics Act are adequate to ensure 
safety of blood transfusion and blood products in 
the market. 


Injections & HIV infection: Transmission of HIV 
through parenteral injections and __ surgical 
procedures with contaminated equipment has been 
grossly exaggerated. Both the probability and 
percentage of HIV infection transmitted by this 
route are very low. There is no direct evidence of 
needles as an important means of HIV 
transmission.’ In any case, ensuring sterilization 
and aseptic techniques for all kinds of injections, 
infusions and surgical procedures, are all universal 
and time honoured preventive measures to be used 
always. Unfortunately, such precautions are not 
taken by the intravenous-drug addicts. 


Table 1: Sexual Behaviour Norms and Heterosexual AIDS Transmission* 


Sex outside 


Country Sex 
Marriage, % 
India M 20 
F 5- 10 
U.S.A: M 70-75 
F . 50-60 
Thailand M 
65 
F 
M 50 
F 3 


and fiancé 


Africa Friends, CHWs, 
Sub-Saharan acquaintances, 
(Zimbabwe) short term living 


Behaviour of Students and other Youth 


Predominant route 


Family members, 
neighbours, friends, 
CSWs, and fiancé 


Family members, 
neighbours, friends, 


Acquaintances, 
friends, long & short 
period relationship 
with average of two 
in previous year 


together 


AIDS 
Case Rate 
(per 100,000) 


Per cent 
infected by 
heterosexual partners 


(Zimbabwe) 
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able 2: Behaviour Pattern of C ohabiting Married Persons 


Norms and (EMS) Extra-marital Per Cent 
Country Definition of Marriage Sexual Experience Going to 
CSWs 


Marriage almost universal 
and as a life long stable 
relationship with disapproval 
of other partners. 

Greater freedom for males. 


Males: 15-30 % Males: 3-20 % 
(Ever engaged in 
EMS in lifetime) 
Females: 5-10 % 
Males: 37% 
(Married and unmarried 
adults reporting two or more 
Sex partners in the past 
five years). 
Females: 26 % 


Males: 77 % Males: 50% 
(Ever engaged in EMS (Going to CSW 
in lifetime) is often a group 
activity). 


Serial monogamy (high 
Pre-marital partner change 
+ low marriage rate 
+ high divorce rate). 
Only 58% adults married. 


Thailand Marriage almost universal 
and as a life long stable 
relationship but with high 


extra-marital sexual activity. 


Africa 
Sub-Saharan 


Males: 8-47 % 
(Multiple partners in 
previous one year). 


Multiple patterns — 

Lifelong stable monogamy 

+ polygamy + short-term 
stable relationship (lasting for 
one year or likely to last for 

a year). 


Table 3: HIV Transmission in India, 2004; and in SEA, 1993 
Percentage of Total Efficiency of Transmission 


India” f SEA 
Sexual Intercourse 
Blood and its products 
Injecting Drug Users 
Perinatal 
Other, Not known 


NACO, GOI, Facts and F igures 2006: http://www nacooline.org/facts_reporting.htm 


Mass Hysteria and Panic 
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For disease control, IEC (Information consequences, etc. The objective is to enable 
Education and Communication) programme is people to understand take adequate steps for 
designed to inform the people so that they prevention, etc. Nevertheless, the information and 
understand the disease, its origin, risk and __ statistics regarding HIV and AIDS given to the 
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people through news papers and other mass media, This has resulted selection bias and grossly 
has been counter-productive. There is widespread exaggerated estimates. To make it worse, NACO 
impression that unless something is done adds factor of 20% to calculated prevalence on 
drastically, millions of people will catch HIV presumption that there is underestimation due to 
infection and die within short time. People are poor reporting. Doubts about overestimates are 
scared because of gruesome image of HIV and real, e.g., 2004 estimates in million: NACO $2, 
AIDS created because of misinformation. UNAIDS 5.7 & Administrative Staff College, 
HIV/AIDS clubbing gets interpreted as synonyms; Hyderabad 3.2 to 3.5 9 (Indian Express, Pune, 14" 
and scientifically it is erroneous. * Socially it is | December 2006). At the international level, 
disastrous because HIV+ve person takes it to mean __ estimates are grossly inaccurate. UNAID predicted 
AIDS. * He/she is worried and fears death. This fear '° that in Africa and Asia by 2000 AD, one out of 
has turned into panic because high estimates and three urban adults would be infected, was 
projections which were erroneous and painted a erroneous. Similarly, forecast that South Africa 
grim picture of the future. There have been will lose a quarter of the population to AIDS by 
unscientific extrapolations based on limited surveys 2000 AD!'! was untrue. Recent census data shows 
covering special red-light areas such as __ thatthe population in Africa has actually increased. 
Kamathipura of Mumbai. ICMR predicted that 
every third pregnant woman in Mumbai would be Panic is continued and_ unrelenting. 
HIV positive by 1995. This is proved to be false. Cumulative data and blown up estimates make 
It was projected that by 2000 AD, there would be public panicky and lead to mass hysteria in 
five million HIV infected persons and over one Governments, international organizations and donor 
million cases of AIDS in India.? In retrospect, agencies. Incidence rate which is a true indicator 
official data proves that these figures were showing the trend of infection, morbidity and 
exorbitant and illogical. See year wise information mortality of disease, and annual disaggregate are 
in Tables 4 and 5. not published. Cumulative data soaring projections 
frighten people; and deliberately or inadvertently 
NACO estimations are based on flawed __ result in raised funding by magnanimous donations. 
presumptions (not validated), reduction of ANC Thus, it is clear that any of the available 
sites (low risk) from 210 in 2003 to 124 in 2005, information and data fails to authenticate basis of 
and using aggregated data from sentinel centres. _ public fear and pandemic of mass hysteria. 


Table 4: Statistics on HIV (+), India by year Table 5: Statistics on AIDS in India, year-wise 


Estimated Estimated Estimated Reported New 
Cumulative Incidence Cases of Cases of Cases 
Prevalence in for the Year AIDS '° of AIDS 
million (1986+) in the year 


1.600 

2.242 nF! 

3.249 659 

4.135 1017 

4.653 2108 

7.140 3161 

7.496 5145 
3.5 (revised) 6690 
3.7 (revised) 7012 

3.86 > 1 million 1,24,996 

3.97 (August) 

4.58 

5.10 

b 

PP 
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in India, is HIV infection spreading, stabilizing 
or declining? Answer to this question is most 
strategic for policy and determining interventions. 
Epidemiologically, this can be best answered by 
estimating incidence of HIV infection. However, 
size of representative sample of the population 
required to have reliable estimate of incidence rate, 
will be too large and this was considered not 
feasible. There is, however, dependable tool in 
epidemiology to serve the purpose. 


Therefore, for determining the trend of 
HIV infection, 55 sentinel surveillance centres/sites 
were established in India in 1994. By 2005 the 
number of various types of surveillance sites has 
gone up 703. STD patients, women attending 
antenatal clinic, intravenous drug-users, and other 
groups are screened periodically on sampling basis. 
Data from different sentinel sites/centres can 
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neither be added nor extrapolated. Unfortunately, 
NACO regularly combines and uses these data for 
projections and estimating cumulative prevalence in 
absolute numbers. NACO has ignores _ that 
epidemiological purpose of sentinel surveillance 
centres is primarily to know the trend of HIV 
infection, whether it is rising, constant or declining. 


Analysis of data from sentinel surveillance 
centres show that since 1998, HIV infection is 
stabilizing in India and shows overall declining 
trend at majority of the Sentinel Centres. '? There is 
wide variation between these centres, there is no 
evidence that HIV infection is on the rise. See 
Graphs | and 2. The number of new infections was 
0.16 million in 2000, and was reduced to 0.11 
million in 2001.'° Apparently size of the susceptible 
the promiscuous population is progressively getting 
reduced. 


Graph 1: Year-wise trend in HIV prevalence from 1994 to 1998 " 
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Graph 2: Year-wise Trend in HIV Prevalence percentage among 
different population groups in India (2003-2005 Me 
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While Graph 1'* shows great inter-site 
variation, on the whole the trend of HIV infection is 
not on the rise as published data conveys. Recent 
data from the sentinel sites of different population 
groups for 2003 to 2005 confirm that the trend 
continues to decline.'? See Graph 2. These data 
from surveillance centres reveal that the trend of 
HIV infection has either remained stationary or is 
tending to decline since 1996. Rami Chhabra!* 
reports, “Contrary to the international hype — on the 
exploding HIV infection Indian surveillance trends 
show it as stationary or declining”. Table 6 shows 
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that HIV prevalence among FSW population in 
most of the States is on decline. This reduction 
among sex workers suggests much larger lowering 
of infection in population at large. Such decline 
was also recorded at STD clinics in Mumbai and 
Satara: 15,285 cases in 1996 and only 7,488 in year 
2000'*. By the way, other STDs also show decline: 
3,90,573 STD cases were reported in India in 2000 
and only 26,183 in first three months of 2001'. 
State-to-State and site-to-site variations do exist, 
but there is no justification for alarm and hysteria, 
no cause for panic and irrational interventions. 


Table 6: Comparative year-wise and State-wise HIV Prevalence among FSW population (2003-2005 )'° 


AIDS Deaths: People are given very wrong 
impression about AIDS deaths. Cumulative 
reported deaths due to AIDS are 9,215 since 1993. 
See Table 7. Some claim gross under-reporting and 
estimate that 2.0 to 2.5 million adults have died of 
AIDS in India in last 15 years. If millions of 
people have died due to AIDS and even if the cause 
is not reported as AIDS, these deaths are certainly 
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2004 
% Positive 
16.97 
21.60 
41.69 
12.40 
4.00 
4.60 
9.20 
0.50 
0.20 
0.80 
0.80 


acre 


1.94 


14.00 


4.44 10.80 
reflected in the crude death rate (CDR). Sample 
registration data (SRS) shows a_ continuous 


declining trend, despite improvement in the death 
notification and registration. There is progressive 
decline in CDR from 25.1 in 1951 to 9.2 in 1993, to 
8.7 in 1999 and to 7.5 in 2004. Low death rates 
indicate the absence of large scale AID deaths.'” 


Table 7: Reported AIDS Deaths in India, 1993-2005 


Year 
Number of Deaths 


471 


1170 


Source: Personal communication, Rami Chhabra, Request to NACO for information under RTI Act, 2005, 
Statement Indicating Year-wise/State-wise Reported Number of Deaths due to AIDS. 
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Understand the People and Learn from their Responses 


Social action in response to a situation is 
determined by several factors.'> It a traditional 
society, reaction of the people may be quite 
different than that of the European or North 
American people. On the eve of Diwali a few years 
back, there was telling news that the residents of 
Hivale Bazaar village, 16 km from Ahmednagar 
town, Pune District, Maharashtra, unanimously 
resolved to make HIV testing mandatory for every 
prospective bride or bridegroom coming from 
outside their village before any marriage takes 
place.'® After Gram Sabha endorsement, this came 
into force. In the following years, some villages in 
Tamil Nadu responded in the same way. This 
surprising reaction of the villagers is worthy to take 
note of because of its social significance, relevance 
to the ‘value system’, bearing on family institution 
and both positive and negative implications in 
prevention of HIV infection. This is akin to almost 
instinctive reflex action, on seeing a snake, either to 
kill it or run away. It is fear of death & not stigma. 
Innovatively, the villagers have taken HIV test to 
mean as a test for virginity and/or promiscuity. In 
an elite culture, Osho International Foundation, 
Koregaon Park, Pune, does not allow any visitor to 
enter Asram unless HIV Test Certificate (negative) 
is shown. Authorities of the Armed Forces have 
made HIV testing obligatory for all recruits. 
Government of Goa, has passed resolution 
recommending premarital HIV testing. While the 
Government of India regulations do not permit HIV 
testing without informed consent, all patients are 
regularly tested for HIV before any surgical 
Operation. Can we call these responses as mere 
social stigma? No, this is much deeply rooted. 


Ours is a_ traditional society in which 
extramarital sexual relations and promiscuity are 
considered morally wrong and are frowned at. It is 
worthy to note that public reaction to other venereal 
diseases {popularly called Jatt) such as syphilis 
and gonorrhea, is much benign; in sharp contrast, 
response to HIV or AIDS is vicious & determined. 
Recently, in Pune some youths have formed clubs 
for “safe-marriage”. The eligible members are 
those who have taken plead that they shall not 


marry unless they and their ‘would be spouse’ get 
tested for HIV. What prompted our people and 
youth to act this way? Obviously, they thought that 
the risk has to be avoided by keeping the deadly 
virus and disease away. They fell back on moral 
and cultural values, and family institution which is 
ancient social instrument to regulate sexual 
behaviour of man. 


Under the influence of globalization and 
according to agenda of foreign funding agencies, 
society and government expected to have 
responsibility to support these (HIV positives and 
AIDS patients) “unfortunate people” to fight back, 
etc. Before debating such issues, it is worthwhile 
for oneself to answer some questions: (a) Will I 
personally marry a person who is HIV positive? (b) 
Will I marry my children without getting tested the 
prospective son-in-law or daughter-in-law? (c) Will 
Director of Health Service allow HIV positive 
surgeon to operate in public hospital? (d) Will any 
private surgeon do surgery on a patient without 
getting him/her tested for HIV? 


European, North American and_ people 
from industrialized and developed countries have 
different culture and values. Promiscuity and 
polygamy are common and have social approval. 
Naturally, concerns of the modern societies and 
international bodies are different. Very nature of 
their problems is different. They have focused on 
sympathy to HIV infected persons and AIDS 
affected patients. They have linked the issue even 
to ‘human rights’. Support for the cause of HIV & 
AIDS is sought by arranging gala meetings in five- 
star hotels. Funds are available in billions of US 
dollars. Apparently, their priority is the welfare of 
AIDS patients. We cannot do this and leave real 
and bigger priority issues like diarrhoea and 
pneumonia of children under five years, that kill 
millions of children every year; communicable 
diseases such as tuberculosis, sanitary disposal of 
human excreta, safe and adequate potable water for 
villagers and slum dwellers, poverty, nutrition 
security for the poor, gainful work for the 
unemployed, etc. . 


Societal Aspects of Stigma 


Dictionary meaning of stigma is ‘a mark 
of shame or discredit’. Panic is a sudden 
unreasoning and overpowering fright. Fear means 
anxiety or an unpleasant often strong emotion 


caused by anticipation or awareness of danger. 
Phobia means an inexplicable and illogical fear of 
something. In light of this, it is unreasonable to 
label public reaction to HIV infection and/or AIDS 
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as stigma. In a traditional society, venereal disease 
is considered shameful because it is against 
morality and cultural values. Thus, having syphilis 
or promiscuous sexual behaviour carries sigma. 
The case of HIV and AIDS is entirely different. 
Our society tends to stigmatize and frowned at 
venereal diseases (3Jazet) and extramarital sexual 
relations. Public reaction to syphilis and gonorrhea 
is benign, whereas in sharp contrast response to 
HIV & AIDS is vicious and determined. This state 
of affairs is due to fear and phobia created 
exclusively by mass media by publishing 
cumulative prevalence data & soaring projections 
repeatedly. People are frightened of death. Things 
have changed considerably over time. 


109 


In the past, people feared tuberculosis 
because of severe emaciation and certain death. 
They were scared of leprosy because of 
disfigurement of face and deformities of hands, etc. 
However, availability of modern treatment has 
made relief and cure of these diseases very obvious 
for last two to three decades. Fear is disappearing, 
so also the public reaction. Mahatma Gandhi was a 
great visionary. When he was invited to inaugurate 
a new leprosy colony, he declined saying that he 
will be happy to attend its closure. Tuberculosis 
Sanitaria have been closed and leprosy colonies are 
on the way out. This is not the case as regard to 
cancer which is still feared by the people. Now 
added to cancer is HIV and AIDS. 


Prevention and Control 


1. Lack of Integration: Recognizing setbacks of 
the vertical programmes for disease control, 
National Health Policy declares discontinuation of 
such programmes and recommends integration. In 
defiance of the national policy we have not only a 
vertical programme for the control of HIV/AIDS, 
but also have National AIDS Control Organization 
(NACO) to manage it independently. As explained 
earlier, AIDS is essentially a venereal or sexually 
transmitted disease. Therefore, for sustainability 
and effectiveness, prevention and control of HIV & 
AIDS should be an integral part of National STD 
Control Programme. National STD Control 
Programme should be reviewed and strengthened 
because at present it is limited to treatment at 
hospital-based STD clinics and has no component 
of prevention and control. 


2. Ad hoc control and preventive measures: The 
current control measures for HIV & AIDS are 
planned on ad hoc basis, strategies and ideas 
originating from developing countries. As pointed 
out earlier, these widely differ socio-culturally from 
India. As a secondary preventive measure, correct 
and regular use of good quality condom may 
reduce, in an individual, the risk of HIV infection 
by a maximum of 85% only. However, promotion 
of use of condom as a public health measure to 
control spread of infection is as miscalculated as 
advocating the use of gas-mask for prevention of 
air-pollution. Any way the use of condo is not 
foolproof. High risk approach with concentration 
on sex workers, truck drivers, intravenous drug 
users, etc., will not lower incidence rate. Further, 
spread of infection through call-girls and 
promiscuity among affluent section of the society 
has not been addressed. Studies have shown that 
reduction of HIV infection in Thailand is due to 


significant decline in promiscuous behaviour, and 
not due to increased use of condoms. There is 
urgent need to change the current strategies. 


3. Institute Primary Public Health Measures for 
Prevention and Control: Curative treatment of 
communicable disease may lower duration of 
illness, and reduce the risk of spread & fatality (not 
in HIV). This may help to lower prevalence. 
However, use of antibiotics and vaccines, fails to 
reduce occurrence or incidence of disease simply 
because its determinants remain unaffected. '? The 
multiple factors such as behaviour are not tackled 
and continue to operate.’ 


In the long run, prevention should address 
the basic issues such as patterns of sex behaviour, 
promiscuity and polygamy prevalent in the 
community. Only then there will be effective and 
sustained control of venereal diseases. In this 
regard, a slogan, “Be Hanuman before marriage 
and Ram after marriage”'’ is explicit and 
understandable by people. “Behaviour change 
could be initiated only if the present stereotype of 
masculinity is drastically changed. In today’s times 
the most prominent aspect of male sexual script is 
‘sexual conquest’. It would be imperative to rewrite 
masculinity within the changed sexual script that 
would subtly enforce gender equity. We may have 
to fall back heavily on mythology, philosophy and 
religious scriptures to do so. By taking concrete 
examples from the texts, it would certainly be 
possible to create awareness about the newer 
definitions of masculinity and feminity which in 
turn would transform the behavioural component of 
male sexuality into something that would curtail 
promiscuous sexual behaviour and promote sexual 
fidelity.”'* 
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So long as man remains polygamist and 
sexual promiscuity continues, STDs cannot be fully 
controlled. Obviously, HIV & AIDS will continue 
to affect man. Man shall have to live with HIV. 
Choice is at what level? This will depend on the 
extent of promiscuity. People should not be 
misinformed. They must be clearly and explicitly 
told and know that if one has a single sexual 
partner, preferably spouse who is faithful, the risk 
of contacting venereal infection such as of HIV is 
practically zero. 


Family continues to be a strong social 
institution in India. This time-tested, culture and 
religion supported mechanism is designed to 
control and regulate sexual behaviour through 
system of linking together love, sex and family life. 
This fact should be a central theme for mass drive 
for health education. Bramhacharya is the spiritual 
and cultural tradition in India, is a period of up to 
about twentieth year of life when one strictly 
observes abstinence before marriage. Promotion of 
youth clubs, on Pune style, will be positive step. 
Grahasthashram advocates monogamy after 
marriage & raising family. In USA, Government’s 
latest drive is for abstinence, advocacy for no sex 
before and outside marriage, ‘sex can wait’, etc.!” 
This is being administered for school children. The 
objective is to prevent teenage pregnancies and 
sexually transmitted infections. Abstinence may be 
a significant cause of reduction in HIV infection in 
Uganda. (Times of India 20th Jan. 2003). In light 
of these examples, why not promote our own 
traditions and discard promoting use of condom — 
socially interpreted as encouraging promiscuity. 


Effective counselling & service to general 
public, the promiscuous, persons at risk of exposure 
to venereal infections, and the adolescent boys and 
girls, is the effective long-term measure. This will 
favourably influence sex behaviour and control the 
spread of sexually transmitted infections like of 
HIV. There are no short-cuts. 


4. Vaccination against HIV: This is still under 
trial. The task of having effective and affordable 
vaccine is demanding. Major issues are: (a) 
emergence of new strains of virus, (b) apart from 
sex-workers, to whom vaccine can be advocated, 
and (c) will people volunteer and get immunized? 
With our dismal record of community participation, 
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it is difficult to predict the future of either 
preventive or therapeutic use of vaccines against 
HIV & AIDS. 


5. Care of HIV infected persons and AID Cases: 
Prevalence of an ailment, by itself, cannot decide 
priority in public health. It tells us volume of 
services likely to be demanded and helps to prepare 
for current and future delivery of services. 
Effective care will include the following: 


(a) Measures should be taken to prevent de- 
habilitation of HIV(+)s and AIDS patients from 
their family and employment. In view of long and 
almost normal life, intermarriages of HIV positive 
persons should be encouraged. If such couples 
adopt HIV positive children, there cannot be better 
way for preventing many social problems vis-a-vis 
HIV infection. 

(b) It is important to provide counselling services to 
ensure that prostitutes and HIV(+)s take adequate 
precautions and do not spread infection to others. 
(c) Most of HIV(+) persons will need treatment for 
inter-current ailments. Many HIV(+) persons may 
not even know about their infection. The treatment 
can be taken care of under the general health care 
services as is being done at present in case of other 
case of venereal diseases. No special arrangements 
are required except educating medical profession 
that such a care of HIV(+) persons is safe, except 
surgical procedures. Some symptom-free HIV(+) 
persons will require and may demand antiretroviral 
therapy. Facilities should be made available. There 
is no need to provide drugs free of cost. 

(d) AIDS cases will continue to emerge and suffer. 
It is essential to provide for free services for prompt 
and correct diagnosis. AIDS patients should be 
informed that there no cure and antiviral treatment 
is essentially palliative. They should also know 
about possibility of development of drug resistance 
and need to change therapy even after six months. 
Facilities for antiretroviral therapy to all cases 
should be made available. There is no need to 
provide drugs free of cost. 

(e) Nevertheless, there are unfortunate sufferers, 
viz. faithful wife of HIV(+) husband, baby born to 
HIV(+) mother and recipients of transfusion of 
HIV(+) blood or blood products. They should be 
provided free antiretroviral therapy and adequate 
compensation. 


Priorities in Health Care 


Prioritization in public health practice is 
based on (a) extent of mortality and morbidity of 
the disease/ailment, (b) economic and social loss, 


and (c) availability of cost-effective and feasible 
preventive and control measures. The high priority 
accorded to HIV & AIDS is, therefore, cannot be 
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justified on these criteria. If the fundamental 
malady is poverty with at least 15 to 20 million 
poor people, this gets highest priority. Reality is 
that tuberculosis, diarrhoea and acute respiratory 
infections in children below five years, etc., are 
neglected when they cause very high morbidity and 
mortality, economic loss, and against which control 
measures are well known and effective. National 
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priority has to be reality-based and cannot be set 
on agenda of international funding agencies. 


Statistics in tables 6 & 7 show ground 
realities and indicate the main priorities. Note the 
comparison. Other problems are poor environ- 
mental health, ineffective general health service, 
moribund public health system & limited resources. 


Table 6: Some deaths by cause, India, 1998'° 


Disease 


Cardiovascular diseases 
Caner 

Diabetes 

Respiratory infections 
Diarrhoeal diseases 
Injuries 

AIDS (1993-2005) 


Estimated: 5.2 million in 2005. 
3. Reported deaths due to AIDS in 15 years: 
9,215, (estimated 2.5 million) 


5. Except controlling promiscuity, no other 
effective control measure. 


Number of Deaths per year 


9,215 in 15 years 


2. Reported cases of AIDS: 1,24,995 in 20 years. 


4. No curative treatment available. Palliative 
treatment is unaffordable for most patients. 


2.82 million 
0.65 million 
0.10 million 
0.99 million 
0.71 million 
0.92 million 


Table 7: Comparative Data on HIV/AIDS and Tuberculosis'® 


1. HIV positives: 1,24,995, 1986-August 2006. 


Tuberculosis 


1. Tuberculin positive rate: 85% among 
persons > 25 years of age. 

2. Cases of tuberculosis: 15 million. 
1.8 million new cases every year. 

3. Number of deaths: 0.5 to 0.7 million 
every year. 7,31,952 in 2004. 

4. Curative treatment is effective & cheap. 
Duration is 1 to 1.5 year in most cases. 

5. Available control measures are effective. 


Note: Some data of tables 6 and 7 are updated from Health Information of India, 2004, Government of India. 


Economics of HIV/AIDS 


Economic of health improve only in event 
of crisis, and on political and commercial interests. 
Some of the diseases which attracted huge funding 
in the past include malaria and smallpox. The latest 
beneficiaries are poliomyelitis, AIDS and the HIV 
infection responsible for it. In consideration of the 
real priorities of health care services in India, 
quantum the allocation of funds is inversely 
proportional to the priorities. 


As regards HIV & AIDS, their clubbing 
together, cumulative data and soaring projections 
have not only frighten people, but has also created 
mass _ hysteria. This has deliberately or 
inadvertently resulted in magnanimous funding by 
International Agencies and philanthropist donors. 


Topsy-turvy funding of disease control 
programmes in India is evident from the budgetary 
provisions for 2006-07 of Government of India: (a) 
Control of Tuberculosis — Rs. 184 crore, (b) 
Expanded Programme of Immunization — Rs. 327 
Crore, and (c) Polio Eradication — Rs. 1,007 Crore. 
HIV & AIDS has outlay of Rs. 533.5 crore for the 
year 2005-06. Total investment in National AIDS 
Control Programme (NACP-2) was about US$ 499 
million. There will be higher investment under 
NACP-3 which is being finalized. Major funding of 
US$ 200 million loan will be from the World Bank. 
In addition, there are other donors, e.g., Bill and 
Melinda Gates Foundation, USA, has committed 
US $ 200 million initially for five years. This will 
be for 65 districts in four States. 
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Break-up of head-wise expenditures is not 
available. Effects of Globalization are reflected in 
utilization of funds. Significantly high percentage 
of funds goes for non-operative expenditures such 
as on administration. In order to release 
international and other external funds quickly, State 
and District level Societies (Government sponsored 
‘NGOs’) have been established. Expenditures on 
special NGOs add to non-operative expenditures. 
There is hardly any capital expenditures in lay out. 


Because of the nature of HIV infection and 
non-availability of curative treatment of AIDS, 
most of the operative expenditures are unfruitful. 
IEC drive is aimed to brine about appropriate 
change in sex behaviour of the people. The task is 
assigned to several NGOs and they receive liberal 
Support. Impact of NGOs health education 
programmes has not been evaluated, but is not 
apparent. Provision for antiretroviral therapy is Rs. 


20 crores only. Treatment is free. It is palliative 
and has no effect on the spread of HIV infection. 
In brief, expenditures on HIV & AIDS are futile, 
not cost-effective as far as HIV control efforts. 


Lastly, there is element of hidden funding. 
Infrastructure of the Health Services is used in one 
way or another for HIV & AIDS control 
programme. Most of the HIV(+) persons are not 
aware of their infection. Naturally, for their inter- 
current ailments they use the Governmental or 
private medical services. It is said that HIV & 
AIDS have benefited the unaffected more than the 
affected. This is because the providers such as 
salaried staff seize the bulk of funds by way of non- 
productive expenditures such as on administrative 
set-up. Similarly, manufactures and suppliers of 
high quality condoms, contracted NGOs, and others 
have their share. 


Conclusion and Recommendations 


The ground realities of HIV infection are 
quite different than the ones generally perceived by the 
authorities, public or as the public is made to believe. 
Our national health policies should be rationalized and 
adopt a wholesome rather than narrow approaches and 
strategies for health development and social welfare. 
On the basis of this situation presented in this paper, 
following recommendations emerge. 


In its mirror image HIV reflexes as Very 
Important Human issue. Therefore, it is necessary to 
make HIV control as people’s movement and 
initiative.'? This requires a separate paper and the 
steps required for this approach are deliberated in my 
paper entitled “ Review of National HIV & AIDS 
control programme in India with a view to make it 
community oriented more effective & sustainable”. ! 
It is needless to remind that the strategies should be 
community specific. Below are some of. the 
interventions to start the ball rolling: 


1. Measures for abatement of panic and mass 
hysteria: Panic has been generated because of faulty 
propaganda of HIV & AIDS. People are mislead and 
frightened by quoting the rising prevalence in absolute 
numbers. People are blinded. This kind of publicity 
should stop and steps are taken set the fear, etc., to rest. 
People are confusion with phrases such as ‘HIV/AIDS 
including STDs’ and ‘HIV/AIDS & STDs’. Promoting 
the use of condom for so-called ‘safe-sex’ is culturally 
illogical and scientifically untenable. This strategy and 
approach should be discontinued. Common people are 
more familiar with the old term venereal diseases and 
Jaz (Gupta Rog). Tell people that HIV & AIDS is 


garter. If the public is told the truth, panic will come to 
an end. People will behave rationally. We have to 
publish appropriate figures and tell people that the 
risk/danger of HIV infection is getting less and less. 
Annual report of the Ministry of Health & Family 
Welfare for the year 2005, states, “estimates of number 
of “HIV infections from 1998 to 2004 indicate that 
there has been no dramatic upsurge in the spread of 
HIV infection across the country”. There is no reason 
for panic. It is best to work with the people, understand 
them, listen to them and learn from them. 


2. Integration of HIV & AIDS control as an integral 
part of venereal disease (sexually transmitted 
infections) control programme. Effective and 
appropriate counselling is the only effective long-term 
measure to favourably influence the sex behaviour and 
control the spread of sexually transmitted infections. 


3. Curbing promiscuity: There is urgent need for 
strategy to curb promiscuity.'* Need to drastically 
change stereotype of masculinity and a way to do so 
have been indicated in this paper. This approach is 
relevant to developed countries. “One behaviour that 
most fosters AIDS is sexual promiscuity. Education 
aimed at re-dignifying human sexuality to the ancient 
values of lasting fidelity to one’s partner in life is the - 
absolute remedy, but sadly the more difficult and 
therefore never mentioned one”? We in India, have to 
fight for such education any way and promote sexual 
fidelity.'* Ancient values should be safe guarded and 
people should be helped any way. This is the primary 
preventive measure and a right strategy. 
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4. Measures to Educate adolescents and people: 
People should know that HIV infection can be easily 
prevented: (a) if husband and wife are faithful to each 
other (monogamy), (b) by avoiding extra-marital 
sexual intercourse, and sex with prostitutes (CSW) or 
call-girls, and (c) by observing abstinence before 
marriage. It is essential to have long-term and 
sustained information and motivation programmes for 
the adolescents, both school gong and drop-outs. Aim 
is to develop appropriate mind-set and behaviour so 
that they adopt healthy lifestyles and family-life. 


5. Measures to Encourage and _ promote 
establishment of youth clubs for “safe-marriage”. 
The eligible members shall be those who have taken 
oath that they shall not marry unless they and their 
‘would be spouse’ get themselves tested for HIV. 
Promote Bramhacharya and marriage-based “safe sex” 
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behaviour through school and non-formal education on 
moral hygiene to the youth and vulnerable. 


6. Humanitarian ground: Provide free treatment and 
compensation to (a) faithful wife of HIV positive 
husband, (b) baby born to a HIV positive mother, and 
(c) person getting HIV infection due to HIV 
positive blood transfusion or blood product. They get 
infected for no fault on their part. 


7.  International/external funding: Last but most 
important, is to use such funds exclusively for 
rejuvenating and strengthening public health system in 
India. There is urgent need to have a team of 
competent and experienced public health specialists as 
leaders and top managers. With this single step most 
of the health problems in India can be solved and 
public health system will get better and better. 


Conclusion 


I quote Dr. Pavri *' with a slight change, “In a 
country where people die of various consequences of a 
major pestilence -- no, not AIDS but extreme poverty, 
one can only join the great Karl Meyer in his dreams 
for preventive medicine: Preventive medicine dreams 
of a time when the welfare of the people shall be our 
highest concern; when humanity and mercy shall 
replace greed and selfishness; and it dreams that all 
these things will be accomplished through the wisdom 
of man. Preventive medicine dreams of these things, 
not with the hope that we, individually, may participate 
in them but with the joy that we may aid in their 
coming to those who shall live after us. When young 
men have vision the dreams of old men come true.” I 
end by saying that such a vision is on the horizon. 
Recently, a young couple from Kalewadi in Pune has 
set an example to emulate and follow.” 


In February 2005, soon after funeral of her 
husband, 20-year-old and 12"-standard-failed Rekha 
heard that her husband died of AIDS. Her family and 
relatives boycotted her. She feared death and decided 
to end her life rather than to die of AIDS. Advised to 
undergo HIV test, she did it. She felt hell waiting for 4 
days, but was reported negative. She could not describe 
her joy. She remembered that her husband did not 
touch her for two years telling that he was not well. 
When her brother-in-law bet her, she doused herself 
with kerosene. When she was about to put fire and 
commit suicide, her neighbour Shivaji not only 
prevented it to save her, but also proposed and married 
her. Now the couple have seven-month-old daughter. 
This middle-class family is happy and Shivaji’s father 
is proud of his son. ~* 


References 


1. Deodhar, N.S., Host as an Environment, Proc. Symp. Zool. Surv. India, Calcutta, 1983, i-vi. 
2. Key-note Address, Symposium on HIV/AIDS — The Ground Realities, the School of Health Sciences, University of Pune, 8th 


July 2000, “Interface of Health and Society”. 


3. News, HIV positive person’s average symptom-free life has increased from 10-1 lyears to 24 years, 


Hindustan Times, 12"" November 2006. 


4. Ritu Priya, Minimizing Suffering: A Public Health Perspective on AIDS Control in India, Paper presented at International 
Workshop on AIDS Prevention and Care for People Affected by AIDS in India, IDPAD, Royal Tropical Institute, Amsterdam. 
5. Hubley, J., Chawdhury, S., and Chandramouli, V., The AIDS, Handbook, A Guide to the Understanding of AIDS and HIV, 


Focus Books, Popular Prakashan, Mumbai, 1995, page 57. 


6. NACO, Country Scenario, 1997-98, Ministry of Health and Family Welfare, Govt. of India : 15,79 etc. 

7. AIDS - A Public Health Crisis, Population Reports, July-Aug. 1986, XIV (3) :194-205. 

8. Personal communication, Mutatkar. RK, Founder, Maharashtra Association of Anthropological Sciences, Pune-7. 

9. Sehgal, P.N., Towards Effective Policies and Strategies for Control of HIV/AIDS, World AIDS Day, Health for the Million, 


Nov.-Dec. 1996, 22 (6) :3-7. 


10. Editorial, AIDS : Global Response, Science, 28th June 1996, 272 : 1855. 

11. Column, South Africa, drugs and AIDS, Frontline, May 12, 2000, pp112-114. 

12. Review of National HIV/AIDS Control Programme with a view to Make it Community Oriented, More Effective and Sustainable. 
Workshop on “AIDS prevention and care for people affected by AIDS in India, Indo-Dutch Programme on Alternatives in 
Development, Royal Tropical Institute, Amsterdam, 28-29 June 2001. Journal of Public Health Policy, 24(2)159-180,2003. 

13. HIV/AIDS Epidemiological Surveillance and Estimation Report for the year 2005, pp 11, NACO, Ministry of Health and Family 


Welfare, Govt. of India, April 2006, New Delhi. 


114 


(4. Rami Chhabra, HIV infections in India, Need for Strategy to Curb Promiscuity, Opinion, Tribune, New Delhi, April 15, 2006. 

15. Social Action in the Field of Health Care, South-East Asia Seminar on Social Dimensions of Health Care and Health Policy, 
NIHFW, New Delhi, 16-19 March 1992. and Changing Strategies and Challenges in Communication in Health Development in India, 
Chapter 2.3, Contemporary Public Health, Ed. Gupta, J.P., and Sood, A.K., Apothecaries Foundation, New Delhi, May 2005. 

16. Commonsense and the New Venereal Disease called HIV/AIDS, Round Table on Reflections on Responses to HIV/AIDS, 
Perspectives from South Asia, Voluntary Health Association of India, 22-24 January 2003, New Delhi, Health For Millions, 

28 (6) and 29 (1):21-25, February-May 2003. 

17. Personal communication, Panse. GA, formerly Additional Director of Health Services, Government of Maharashtra, Pune. 

18. Personal Communication, Apte. Hemant, Reader, Department of Anthropology, University of Pune. 

19. House of Representatives, Department of Labor, Health and Human Services and Education, And Related Agencies Appro- 
priation Act, 2002, Library of Congress, (component of Title V). 

20. Pay, Derek C., A Simple way to stop AIDS, Business Week, August 13, 2001, 

|. Pavri, Khorshed, AIDS and Public Health : the Second Decade; INDO-US CME Programme on HIV/AIDS, Key Note Address, 
Armed Forces Medical College, Pune, 7-8 November 1994. 
22. News, The Indian Express, Pune. Friday, Ist Dec. 2006, pp 1 and 2. 


National Seminar on “Issues related to Planning Sustainable Livelihood Settlement for HIV/AIDS affected people in rural areas, National 
Institute of Rural Development, Hyderabad, 28-30 December 2006. Also in Continuing Medical Education, Module 16: Sector Investment 
Programme, Public Health Department, Government of Maharashtra, October 2006 to March 2007, and pp 9-29. 


Published as Proceedings: HIV and AIDS: Health Care vis-a-vis Mass Hysteria, National Seminar on 
Issues Related to Planning Sustainable Livelihood Settlement for HIV and AIDS Affected People in Rural 
Areas, Ed. Bhanj SK and Chinnadurai, National Institute of Rural Development, Ministry of Rural 
Development, Govt. of India, Hyderabad -30, July 2008, pp 25-46. 


All my papers on HIV and AIDS were shared with Prof. K.J. Nath; He was formerly professor of 
Community Health at All India Institute of Medical Sciences, New Delhi; WHO Consultant; and Member 
of National Advisory Committee of NACO on HIV and AIDS. We participated in a workshop on Health 
Information System in India, at Hotel Le Meridian, New Delhi, on Thursday, 6" November 2008, he passed 
on the following to me, “J have been waiting to tell you that every one of your comments about the HIV 
“epidemic” have now been substantiated by the gathering evidence from around the World\”. 


114 


Part B 


Non-Communicable Diseases 


P ° ? 


i's wt DGS aay Coty prdaiag tribean’t 
(ai Sie nh Seiwa evr cbgavat bag ms 
4 elle sites ‘ru eh che 


Ki Ppa 


‘ Cishellouide 
ie poe Pons: 
veins, Aepl 


A oviy 


a 
ay: 


Aiea 
SW ei 


; i’ [ 
; aon 


i, 


1. LETTER - HEALTH vs. MEDICINE : LEAST WEF ORGET 


To the Editor: 


Editors of the Journal of Public Health 
Policy deserve full praise for publishing English 
version of Dr. Paulo Marchiori Buss’s presentation 
at the WFPHA 11" Congress of Public Health, 
August 2006 in Rio de Janeiro, Brazil. This 
address provides rich evidence in favour of an 
opinion that, “In a way, globalization is a new 
instrument deployed by the powerful developed 
countries to further economic, social and political 
exploitation of the ‘developing’ and ‘least 
developed’ countries”. Possibilities of some hidden 
agenda also cannot be ruled out. Since globalization 
and its ramification are rather inevitable, the 
question is how to cope with it? What is possible 
for the Governments of the ‘developing’ countries 
is to have an independent insight vis-a-vis long- 
term interest of their people and nation, and 
formulate policies and make decisions to maximize 
the possible benefits and minimize, if not eliminate, 
adversities of “globalization”. I am here to focus 
on the public health issues and health development 
efforts with reference to globalization. 


Just after Dr. Buss’s presentation appears 
an editorial on “palliative care as a public health 
issue in developing world”. What a paradox 
bordering volte-face! There is no justification for 
this despite the fact that medical care is a part of 
public health. One may argue further to make so- 
called secondary and tertiary health care as part of 
public health. Incidentally, secondary and tertiary 
health care is essentially medical care provided by 
the specialized or super-specialized clinicians. Use 
of such terms is ingenious way of medicalizing 
public health after Alma Alta Declaration. Primary 
health care was indeed a modernization of 
traditional public health. Failure has been ignored. 


When we talk of public health, the vital 
component public is often taken for granted. It is 
high time that health expert realize that the public 
in the developed countries, developing countries 
and the least developed countries differ widely and 
significantly in several attributes and 
characteristics. True practitioners of public health 
in different countries and regions of the world, 
therefore, had their own definitions of science and 
technology of public health, epidemiology, etc. 
The term ‘new public health’ was one of the 
common expressions. The basic problem was the 
attempt by the international organizations and 


consultants to formulate “universal formula” for 
highly divergent disparities, the reality of the 
people of the world. For want of understanding the 
implications, primary health care approach of the 
World Health Organization failed in its objectives. 
There is no introspection and “public health” is 
being new clothing in the UN Millennium 
Development Goals. Some of the inbuilt reasons for 
failure of this new venture are mentioned by Dr. 
Buss. 


PALLIATIVE CARE 


Reverting to palliative care, the two main 
candidates are cancer and HIV and AIDS (I have 
not used expression HIV/AIDS). This is because 
for both there is no cure. While it is necessary to 
provide relief through palliative care to such needy 
persons, the question to a practitioner of public 
health is of the priority such a care can be provided 
vis-a-vis other public health problems of the 
country or state or district. Prioritization in public 
health practice is generally based on (a) extent of 
mortality and morbidity of the disease/ailment, (b) 
economic and social loss and (c) availability of 
cost-effective and feasible preventive and control 
measures. National priorities shall have to be 
reality-based and cannot be determined on the 
agenda of international or funding agencies. Each 
of the developing countries in South-East Asia, 
Africa, South America and else where, has its own 
characteristics, peculiarities and even disparities. 
Because of self-assessment of the impact of HIV 
and AIDS, some countries in Africa might have 
decided to introduce palliative care for the affected 
persons as a part of public health service. This 
situation, however, does neither warrant nor justify 
advocacy for similar decision by all developing 
countries. 


With these criteria, high priority accorded 
to HIV and AIDS cannot be justified in India (1). 
If the fundamental malady is poverty with at least 
20 million poor people, this gets highest priority. 
However, this complex problem is without short- 
term and sustainable interventions. Reality is that 
tuberculosis, diarrhoea and acute respiratory 
infections in children, etc., are neglected when they 
cause very high morbidity and mortality, economic 
loss, and against which control measures are 
effective. Statistics presented in the following 
tables indicate ground realities and indicate the 
main priority issues. Other problems include poor 
environmental health, ineffective general health 
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service, moribund public health system and grossly 


limited resources. Palliative care for cancer is 
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available in India in the special centres for 


“terminal care” Tables | and 2). 


Table 1: Some deaths by cause, India, 1998 (2) 


Cardiovascular diseases 
Caner 

Diabetes 

Respiratory infections 
Diarrhoeal diseases 
Injuries 

AIDS (1993-2005) 


2.82 million 
0.65 million 
0.10 million 
0.99 million 
0.71 million 
0.92 million 
M21) 1015 Vears 


Note: Data updated from Health Information of India, 2004, Government of India. 


Table 2: Comparative Data on HIV/AIDS and Tuberculosis (2) 


1. HIV positives: Cumulative in 20 years - 
Estimated as 5.2 million in 2005. 


9,215, (estimated 2.5 million) 


5. Except controlling promiscuity, no other 
effective control measure. 


2. Reported cases of AIDS: 1,24,995 in 20 years. 
3. Reported deaths due to AIDS in 15 years: 


4. No curative treatment available. Palliative 
treatment is unaffordable for most patients. 


Tuberculosis 


1. Tuberculin positive rate: 85% among 
persons > 25 years of age. 

2. Cases of tuberculosis: 15 million. 
1.8 million new cases every year. 

3. Number of deaths: 0.5 to 0.7 million 
every year. 7,31,952 in 2004. 

4. Curative treatment is effective & cheap. 

Duration is 1 to 1.5 year in most cases. 
. Available control measures are effective. 


GN 


Note: Data updated from Health Information of India, 2004, Government of India. 


PUBLIC HEALTH vs. MEDICAL CARE IN INDIA 


The focus on therapeutic intervention has 
gradually led to the myth that good health is 
primarily the result of medical intervention and 
hospital services. Besides, it created a lack of real 
understanding that health is governed by and a 
reflection of the social and living conditions of the 
community. Medical and surgical treatment claims 
to ‘offer instant and personal gratification to 
patients, providers and politicians, as opposed to 
the claimed long-term benefits of preventive health 
that may or may not materialize. It also finds 
greater favour with less well-informed societies. In 
addition, the emphasis on curative medicine 1s 
reinforced by the growth of the medical & pharma- 
ceutical industry and medical associations, which 
have a powerful influence on Governments (3). 


“In the mid-1970s various researches 
revealed that health improvement can best be 
attained by behaviour modification and 


environmental change. This realization led to the 
fourth phase of public health, which many experts 
in public health call the New Public Health. Public 
health is about the complex interaction between 
individual health and health beliefs and the intricate 
features of populations: their social, political, 
environmental and economic realities. It is in this 
context we should understand individual lifestyle, 
genetic and other biological risk factors. New 
public health focuses on environmental factors in a 
broad sense — social and psychological as well as 
physical — and a healthy lifestyle which 
consequently necessitates that health be placed in 
the mainstream of development (3).” “The lives and 
health of people are unequally affected by ongoing 
development. Modernization, _ better SOcio- 
economic condition and healthy environment will 
certainly allow some sectors of the population to 
improve health. However, the key issue is how 
health improvements become distributed in the 
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entire population, i.e., the equity of health. For all 
the extraordinary advances in health achieved in 
this century, there is still too much suffering around 
(a)? 

In India, even the scientists and educated, 
tend to blindly follow the Western Developed 
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Countries in understanding “health care” and 
“public health needs”. But the people and 
governments in those countries have already taken 
care of their basic health needs. Table 3 provides 


comparison between the developed countries and 
India. 


Table 3: Fundaments for health status: Public Health System in India vs. in Europe and North America 


Primary elements 


Safe water supply 


Developed Countries India 


Assured to all Poor 


Excreta — safe disposal Excellent Poor 
Control of vectors Very good Very poor 
Solid waste disposal Very good Very poor 


Healthy housing Most families have it Some have, many in slums 
Sanitation and hygiene 

Personal Good Poor 

Food Very good Very poor 

Public places Very good Very poor 
Pollution 

Air In good control Rampant 

Water Rare Universal 

Soil Rare Universal 

Noise Uncommon Very common 
Nutrition Obesity is usual Undernourishment 
Basic education High literacy Low literacy 
Occupational safety High Poor 
Gainful employment Employment usual High unemployment 
Capacity to buy food Excellent Poor for many 


Social security for poor 
Control of diseases 
Communicable 


Noncommunicable 


Medical and allied services 


Adequately high 


Diseases are rare 
High burden 


Present concern 


of public health service 


Very limited, if any 


Diseases are rampant 
Less, but on increase 


Undue High priority to 
medical care and neglect 


of public health 


However, in contrast with this situation, 
clinical specialists in India have developed 
sophisticated, highly specialized and advanced 
modern medical facilities in the private and 
corporate hospitals in many cities. Interestingly, 
this has resulted in what is called “medical tourism” 
being promoted by the Government of India. 
Unfortunately, in epidemiological transition with 


all kinds of diversities and variations, India is 
facing double or tribal burden. However, in 
planning and development, we incline heavily for 
“India” (privileged few) than “Bharat” — real and 
major country. Politicians, planners and 
administrators talk about the people — the poor and 
their problems, but what is delivered is low quality, 
unsatisfactory and inadequate medical care. 
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Part C 


Environmental Health 


if 


1. A Note on Environment and Health 


Environment is one of the major factors 
determining the status of man. Human settlements 
tend to disturb ecological balance and this may lead 
to ecological degradation for one reason or another 
unless preplanned and determined steps are taken to 
prevent such an event. This note deals with the 
health aspects of environment connected with 
human settlement. 


1. Sanitation: Healthy environment is the one 
which is free from any hazard to health. However, 
human settlement, unless precautions are taken for 
prevention, invariably leads to pollution of water 
sources, pollution of surface soil due to excreta, 
collection of solid wastes and refuse, and 
generation of conditions favourable for breeding of 
house-flies, mosquitoes and other insects respon- 
sible for spreading disease. 


pep Urbanization and Deforestation: Develop- 
ment process and population growth lead to 
urbanization and contributes to deforestation. 
Migration is one of the basic issues; and one of the 
major environment problems has been the growth 
of slums and shanty towns. Heterogeneous group 
of people come together and create a new social 
and cultural climate and interrelated reactions. The 
secondary issues such as sanitation, poverty, etc., 
are also very important considerations. 


2; Population Growth: This affects ecological 
balance in various ways. If there is relative lag and 
development fails to keep pace in satisfying the 
growing needs, adverse effects on human settle- 
ment become progressively evident. Deficiency of 
food leads to malnutrition, of housing to poor 
sanitation, of lack or inadequacy of occupation and 
employment to poor economy, poverty and 
delinquency, of education to ignorance, of social 
injustice to chronic deprivation syndrome, etc. And 
several of these factors result in high fertility. 
Impacts of poverty and poor personal hygiene on 
health are significant. 


4. Agriculture: Food is an important life 
support. Excessive demands on agriculture have 
resulted in mechanization, and use of fertilizers and 
pesticides. All the three have introduced new 
health hazards in the environment of a vast majority 
of our rural population 


a Industrialization: Impact of work environ- 


ment has been so profound that Industrial or 
Occupational Health has become a super-speciality 
in health sciences. Apart from very heavy and 
inevitable (to a certain extent) pollution of water, 
air, etc., industrialization has exposed man to 
thousands of toxic chemicals, mechanical trauma, 
exposure to excessive heat and poor ventilation, 
inadequate light and comfort, psychological 
problems such as boredom and absenteeism, etc. 
Noise pollution is another problem. All these also 
lead to low productivity and income generation. 


6. Other Developmental Projects: Projects 
such as for irrigation and major construction works 
for dams, roads, railways, housing, etc., result in 
ecological changes and disturbances of the 
balancing forces. This may create new potentials 
for spread of disease, viz. (a) probability of increase 
in the spread of communicable diseases already 
prevalent in the area, e.g., malaria, (b) probability 
of introducing new diseases, e.g., filariasis, (c) 
likely changes in the nature of micro-nutrient 
content of water, food, etc., e.g., Fluoride, (d) 
probability of non-communicable diseases such as 
cardio-vascular, cancer, diabetes, nutritional, 
mental and degenerative. 


It would be desirable to know the vulnerability 
of the area to common diseases and usual incidence 
of various diseases — both communicable and non- 
communicable. This will have to be viewed in total 
developmental perspective. 


Je Ethical Values and Cultural Inheritance: 
Social aspects of environment cannot be separated 
from human settlements. Many anthropological 
issues arise. Traditional family structure and 
Kinship tend to disappear and certain important 
cultural safeguards tend to disappear or get diluted. 
The issues which were effectively and satisfactorily 
tackled in joint and extended families, now become 
problems. A new class of individuals who are 
socially dependent is emerging fast, viz. orphans, 
beggars, cripples, mentally defectives, etc. While 
nuclear family cannot deal with this, secondary 
social institutions have filed to develop. 


8. Disasters: Floods, droughts, land_ slides, 
hurricane and cyclones, earth quakes, riots and wars 
tend to affect all environments suddenly. In order 
to deal with them effectively, one has to be in a 
state of preparedness. 


Meeting of Expert Committee on Environmental Aspects of Human Settlement, Ministry of Works and Housing, Government of 


India, New Delhi, 8" August 1983. 
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2. Solid Waste Management for Better Environment 


Chairman Sir, fellow participants, ladies 
and gentlemen, at the outset, I would like to 
congratulate the authorities of Sai Health Founda- 
tion for their efforts to involve and steer both the 
stakeholders and the beneficiaries in an important 
endeavour of solid waste management. I sincerely 
thank them for giving me opportunity to participate 
in this important initiative. The civil bodies have 
oft repeated slogans such as “green city and clean 
city”. However, what is exposed is their high 
tolerance to filth and untidiness. In general, the 
present state of urban public health is moribund and 
functioning of the civil bodies is far from satisfac- 
tory. The selected topic for today is of solid waste 
management for better environment. It is my proud 
privilege to present my views on this issue. 


Introduction: Solid waste management for its 
disposal is one of the components of sanitation. 
Sanitation means the development and 
establishment of conditions in the environment 
favourable to health. Sanitation envisages the use 
of time-tested public health measures to promote 
health and prevent disease. In this endeavour the 
focus has to be on cleanliness and environmental 
health. Without high standard of sanitation and 
hygiene, state of urban public health and quality of 
life will be poor. Healthy city will be always 
beautiful, but beautiful city may not be necessarily 
healthy. 


The Local  Self-Governments were 
established primarily to improve sanitation and 
hygiene. However, these civil bodies have failed 
miserably in keeping urban areas clean and healthy. 
What is most painful is the fact that even after more 
than fifty years of independence and tremendous 


Table 1: Constituents and sources of solid wastes 


Description 


(a) Garbage All types of waste food 

putrid materials, dung 
(b) Refuse Left over useless matter 
(c) Rubbish 


& debris 


(d) Sweepings 
(e) Ash 
(f) Dead animals - 


Grit, dust, paper, etc. 
Left over after burning 


(g) Plants & trees 
(h) Big Discards 


Trimmings & accidents 
Home appliances, Old 


Furniture, Packing Boxes 


(1) Human faeces - 


Non-putrid organic and inorganic, 
combustible & non-combustible 


advances in science and technology Municipalities 
and Municipal Corporations have remained 
apathetic, ineffective and inefficient in providing 
even the basic amenities such as safe water, 
sanitation and public health. In fact, the civil 
bodies have become expert in ignoring pollution 
and maintaining high standard of insanitation and 
poor hygiene. Cities and towns have become 
“Human Zoo” because people are made to live and 
behave like the captive animals. In this deplorable 
situation, corporators, commissioner and other top 
municipal officials should be willing to accept the 
responsibility, ready to commit and actively work 
for improving urban public health as top priority. 
Resources required for making cities healthy and 
sustainable should be generated and mobilized. 
Without going into the broad topic of urban public 
health, I propose to deal with the subject of menace 
of poor management of solid wastes disposal. With 
a brief situation analysis, I will mention and 
indicate simple measures to bring about visible 
improvement in the environment. However, all of 
you shall have to take sanitation as your priority 
mission. City fathers and administrators should 
understand the seriousness of their inactivity, 
apathy and_ indifference. They should take 
necessary steps to fulfill statutory responsibility and 
obligation for sanitation and hygiene. There can be 
no excuse. Difficulties can always be solved, 
unless are to be used as excuses. 


Solid Wastes: Broadly, these include unwanted 
and useless solid materials. 


Lp What are these? These include garbage and 
discards of all kinds. See table 1. 


Sources 


Eating places, Food processing, 
Homes, Hotels, Hostels, etc. 

Human settlements. 

Packing materials, Plastics, Glass, Metal 
scrap, Building waste materials, etc. 

Homes, Streets and open spaces. 

Homes, Industries & Open areas. 

Wild and Domestic. 

Homes, Streets, Open spaces. 

Homes, Hostels, Industries. 


Slums, Streets, Open areas. 
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2. Classification: From the point of manage- 
ment of sanitary disposal the solid wastes are 
Classified as (a) Dry: (i) Reusable or can be 
recycled, and (ii) Rest such as waste materials from 
building activity, etc. (b) Wet: (i) Bio-degradable 
and can be subjected to microbial disposal by 
decomposition, e.g., composting, vermi-compost, 
energy production, (ii) Other special type such as 
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dead animals, trees, etc., which require specific 
ways for disposal. (c) Human faeces: This waste is 
the most dangerous hazard from health point of 
view because majority of common ailments arise 
because of unsanitary disposal resulting in 
contamination of drinking water, food and hands. 


3. Health Hazards: These are listed in table 2. 


Table 2: Potential Health Hazards from Unhygienic Disposal of Solid Wastes 


Nature of Health Hazard 


Communicable Diseases 


Other infections 


Breeding of House-flies 


Rat- and Dog-borne 
Infections 
Poisoning 
Accidents 
Air pollution 


Offensive smells 
Aesthetically poor 


These hazards can result in deprivation 
from feeling of well-being, minor and even major 
disorders resulting in sickness, loss of man-days, 
poor production and economic loss, and deaths. 
One cubic foot of garbage breeds as many as 
70,000 flies in a week. When a house-fly sits on 
faeces, its feet gather the excreta. In this way the 
flies truly function as spoons and makes man to eat 
faeces (like pigs do). In discarded tins and tyres 
water accumulates, breed Aedes mosquitoes and 
cause dengue fever. Number of deaths due to 
rabies in one year in Pune is more than the number 
of rabies deaths in entire United States of America 
in ten years. Cause of rabies is dog—bite. In spite 
of it being their legal responsibility to control stray 
dogs, municipal authorities prefer to love dogs and 
be cruel to the tax-payers. This amounts to 
culpable homicides. The School of Health Sciences 
of University of Pune has long ago given a proposal 
to Pune Municipal Corporation in this regard. 


4, Current Status of Solid Waste Disposal 
Management: This is ad hoc, precarious and not 
effective. The common sight is of heaps of refuse 
and garbage scattered all over. Road-side public 


Diarrhoeal Diseases, Dysentery, Faecal 
Typhoid fever, Cholera, Infectious contamination 
Hepatitis, Poliomyelitis, Intestinal of water, food, 
Worms, Food Poisoning, etc. flies, etc. 


Sepsis, Lung infections, Cross 
Infections in hospitals 

High potential to spread above 
mentioned infections. 

Rat-bite fever, plague, Rabies 


Radioactive & other Poisons 

Explosives, Fire, etc. 

Burning and Incineration of 
Combustible refuse in open 

Refuse containers and dumps 

Public latrines, urinals, markets 


Manner 


Hospital wastes 


Any decomposing 
organic material 
Provide food and 
breeding places 
Exposure 


Decomposition 
Lack of hygiene 


containers and refuse bins invariably overflow. 
They are often not approachable. There is no need 
for sign boards for refuse bins, public toilets, 
urinals, etc. We can smell them offensively from 
long distance. The matter becomes worse because 
many citizens, even the educated, are habituated 
and don’t mind to litter the open spaces or corners 
with garbage. For them refuse containers are 
superfluous. There is hardly any road where 
building materials and debris either continue to 
occupy significant portion of the road or create 
obstacle to traffic. There is lack of hygiene & clean- 
liness. Environment is unsightly, if not repulsive. 


Some refuse containers have rotted or 
cracked, but neither replaced not repaired. Even on 
the recently swept roads one can see papers and 
other rubbish littered on the sides. It is difficult to 
find a bus-stop which is clean. Rats and 
cockroaches are there. Corpuses of dead animals 
remain and even decompose on road. Population of 
stray dogs is reported as growing. There is often in 
news that such and such area in the city is clean. 
This is in reality an indicator of administrations 
high level of tolerance to filth. 


It is not uncommon to come across human 
and animal excreta on road-sides and open areas. 
Slum dwellers, the poor, construction workers and 
domestic servants staying even in posh areas have 
to resort to open defaecation. In every morning we 
see them sitting by road side, in open spaces, along 
railway tract, etc. Defects in underground drainage 
system may result in contamination of drinking 
water and there is potential danger of epidemics of 
water-borne diseases. Human faeces are the main 
source of germs that cause diseases. Therefore, 
disposal of excreta is the most important sanitary 
measure for health. However, much of raw sewage 
is discharged without proper or any treatment 
directly into the rivers. In fact our rivers are big 
drains as there is no water in there. Spending 
money on safe disposal of human excreta, is cost- 
effective. It is for the city fathers and administrators 
to understand the seriousness of their inactivity, 
apathy and indifference; and to take necessary steps 
to fulfill this statutory responsibility and obligation. 
There can be no excuse. Difficulties can always be 
solved. 


=F Industrial Wastes: Although the conditions 
are improving, the culprits are not only the private 
industries, but also the public sector and 
Government units. Existing laws are adequate, but 
enforcement machinery is slack and ineffective. 
Pollution is only a symptom, whereas environment 
is a concern. Pollution is due to mismanagement of 
the environment. So long as we fail to manage 
environment, we will continue to pollute it. With 
all the track record of poor performance, it is too 
much to expect that Corporations can do much to 
ensure proper disposal of industrial wastes. 


6. Solutions: There are many good ways and 
examples of solid waste management. There is no 
need for any body to visit Japan or Singapore. 
Surat has demonstrated what can be done if there is 
a will. However, I will not go into technical details 
of solid waste management. If this ever growing 
problem is to be tackled successfully, slogans and 
cosmetic measures will not help: Technology is 
there. An efficient team of staff under competent 
public health engineer or contracting firm can do 
the job, provided full authority, resources and 
Support are given, and there is no political 
interference. 


ue Priorities: First things must receive priority. 
Priority depends on seriousness and severity of the 
hazard, availability of solutions, feasibility of 
solution, simplicity and acceptance by the people, 
etc. What are the priorities? 
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(a) Disposal of human excreta: If this is 
efficiently and hygienically carried out, there will 
be 70 to80 per cent drop in illnesses our people 
suffer from. This will result in well-being, higher 
productivity, economic gains, and what not. 

(b) Hospital wastes: Because of the recent 
law on the disposal of hospital wastes, we see lot of 
activity. Only 15 per cent of the hospital wastes are 
hazardous. Incinerator is not feasible for small 
establishments. Secondly, if incineration is not 
done properly, instead of soil and water pollution, 
air will be polluted. In practice, contaminated 
biomedical wastes can be rendered safe simply by 
disinfection, autoclaving or microwaves. When our 
disposal of solid wastes is of such a poor quality, 
damage done is far greater than the potential of 
hospital wastes. Need is to concentrate on all 
wastes and not only the hospital wastes. Overall 
failure to manage solid waste disposal is much 
more hazardous. We cannot blindly follow the 
developed countries. 

(c) Control of House-Flies: Bio-degradable 
garbage provides maternity wards and free lunch 
counter for the flies. One cubic foot of garbage 
exposed to the flies can produce as many as 70,000 
flies in a week. Public refuse bins and containers 
are hardly ever emptied completely. If garbage is 
not removed for five to seven days, and if one 
house-fly lays eggs, hundreds of flies fly out. The 
control measures are simple, but require effective 
management. A simple way is not to expose refuse 
to house-fly to lay eggs, and to dispose it efficiently 
within five days. 

(d) Prevention of burning of refuse in open: 
This is a bad way of disposal because it results in 
air pollution. This has been prohibited under the 
Municipal Act. However, it is common to witness 
especially during winter that many sweepers, 
including those employed by the Corporation, 
regularly burn refuse. It will be a good beginning if 
the local bodies clean their own house first and 
ensure that the employees do not burn refuse such 
as waste paper, boards, dry leaves, etc. 

(e) Generating proper climate for cleanliness 
and hygiene: Authorities always tend to blame 
people.- However, there is no introspection on their 
part about the hygiene and maintenance of their 
own establishments. Are the buildings and offices 
of the local bodies clean and tidy? They are not. 
Are the sanitary blocks in the offices clean and 
need a sign-board to indicate the location? Most 
probably not. Are the Municipal buses ever cleaned 
after they are purchased? Never so far. First mass- 
drive should be to train and discipline these public 
establishments. They should set an example and 
then go to the people. 
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Management: The main problem is utter 
lack of interest in public health. We seem to 
function by political interests rather than public 
needs, with ad hoc and not planned actions, and at 
best when there is major breakdown, crisis or a 
Serious complaint. Medical Officers and City 
Engineers seem to spend most of the time to look 
into the complaints of influential persons. Most of 
these complaints are due to failure of the civic 
Services to deliver goods and lack of quality and 
efficiency. When Administrators fudge, they set 
up Committees. Sometime ago, I was nominated 
on Citizen’s Committee on Sanitation set up by 
Pune Municipal Commissioner. In retrospect, it 
turned out to be a farce and our report is gathering 
dust. I don’t wish to deliver a sermon on 
management. However, when officials and local 
politicians talk of clean or beautiful city, they never 
define these terms. There is no clarity about the 
plan of action. Because of poor maintenance and 
supervision, sanitary services are not sustained and 
break-downs are frequent. Incidentally, official 
Study-visits to Europe, America or Japan will not 
help in improving city sanitation and public health. 


Ask questions? Why the cantonments are 
cleaner than municipalities? Why mission hospitals 
are tidy and cleaner than Government and 
Municipal hospitals? Why the petrol pumps 
premises are clean? If there is a will, there is a 
way. When Dr. J. K. Adranvala was Health Officer 
of Pune Municipal Corporation from 1948 to 1953 
and Mr. S. G. Barvve was the Commissioner, 
notoriously filthy Pune became clean and tidy; 
mosquitoes, plague and other blemishes 
disappeared. There was a sea-change of health 
reforms, cleanliness, discipline and order. 


Insights and the Road Ahead: If we honestly 
want our cities always clean, healthy and beautiful, 
following practical and essential measures should 
be taken without loss of time: 

YAppointment of a Chief Public Health Officer: 
The present medical officers should look after the 
curative services, viz. dispensaries, maternity 
homes and hospitals. Immediate need is of a 
competent expert in public health, who has good 
track record of efficiency. We need professional 
leadership. Such a person should be allowed to 
function freely without any hurdles. 

Ww Similarly, an efficient public health engineer I/C 
environmental health, is essential. The daily waste 
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while in Mumbai it is 469 gm/day and in Surat it is 
91 gm/day. This works our efficiency percentages 
of 73.54 in Pune, 78.69 in Mumbai & 94.9 in Surat. 
* Co operation of the citizens is a key factor. This 
will be possible only if municipalities and 
municipal corporations act efficiently on their own 
and produce a demonstration effect or obvious 
impact on the poor state of affairs. They should 
endeavour to set an example by ensuring high 
standard of house-keeping at all of their buildings, 
offices, buses and bus-stops, markets, etc. 

YW The things to do first include: 1. Keeping all the 
public refuse containers and surroundings clean so 
well that friends meeting there don’t mind to wait at 
that spot and talk for a while. 2. Encourage/promote 
Segregation of wet (biodegradable) and dry 
(recyclable) wastes. 3. Ensure that municipal staff 
and people do not burn refuse. 4. Providing clean 
foot-paths on which people can walk with ease and 
safety, without any obstruction of all kinds, e.g., 
venders, scrubs, encroachment by shopkeepers, etc. 
5. Asphalting or concretizing entire breadth of 
every road. This simple measure will improve the 
sight and make it easy for the sweepers to clean the 
lane/road/street. 6. Ensuring that no rubble, debris, 
building materials, etc., is allowed to be deposited 
and remain on any road for more than 24 hours. 
This should apply equally to all parties. 7. People 
and voluntary bodies should be actively involved 
and trained in hygiene and prevention of 
environmental degradation. Everybody from the 
elected corporators, officers, down to the sweepers 
need such training. 8. Unless we put priorities in 
order & manage public health concerns effectively, 
our grandchildren are more likely to live in a 
distress rather than have a better quality of life. 


So please wake up. As a caution, I wish to 
say that a new course of action is considered when 
there is a perception of serious risk to something 
that is considered vital. Public health does not meet 
this prerequisite in India. Despite national 
assertions to the contrary, health is not a priority 
concern of the local bodies; and this is not likely to 
change in the near future. There is little evidence 
of significant dissatisfaction on the part of 
authorities with the current state of affairs. Sense 
of urgency is lacking. Pro-activity requires much 
higher level of concern and commitment than that 
prevails. I do hope and pray that this training is 
only a beginning of a process and results in pro- 
activity. If there is a will, there is a way always. I 


collection per person in Pune is only 353 gm/day, thank you for attention. 
_——$(.. $$ ni you Tor attention, 


Source of data: Parikh, Priti H., Solid Waste Management of Large Indian Cities, Dissertation, School of planning, Centre for 


Environmental Planning and Technology, Ahmedabad, 1996, 


Key-Note Address, Training Programme for Senior Functionaries of 


the Local Self-Governments in Pune region, Sai Health Foundation, 21‘! May 2005, Pune. 
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Environment, Workplace and Health 


I. Introduction: 


1. Supremacy and influence of the environment 
on man are so great that without environment man 
cannot survive. Thus, in a real sense, your 
environment is your extended body. 

2. To remain healthy and successful, we have to 
have adequately healthful environment — an 
environment that is conducive to healthy living and 
is not polluted. 

3. If the environment is deleterious or unhygienic, 
one may feel sick, or develop illness, or acquire 
disease. 

4. What constitutes environment? Each and every 
thing that surrounds you is your environment. Our 
clothes and shoes have truly become extended part 
of our body. 

5. For better understanding, environment may be 
classified into (a) physical, (b) biological and (c) 
social. 


II. Common Environmental Health Hazards: 


(a) Unsafe and inadequate drinking water. 

(b) Insanitary disposal of human excreta. 

(c) Unhygienic disposal of domestic and industrial 
wastes — solid, liquid and gaseous. 

(d) Pollution of soil, water and air. 

(e) Unhealthy housing and workplaces — badly 
ventilated, overcrowded, poorly lighted, accident 
prone or otherwise hazardous. 

(f) Social, political and communal unrest. 


III. Environmental Issues at Workplaces: 


(a) Overcrowding, inadequate ventilation and poor 
lighting. 

(b) Accident proneness: poor house-keeping, 
defective or improper tools and machinery. 

(c) Excessive heat, vibrations, noise, etc. 

(d) Air pollution: Exposure to toxic and hazardous 
chemicals, pesticides and gases. 

(e) Exposure to ionizing radiations, infrared and 
ultra-violate rays, micro- and radio waves. 

(f) Situations leading to boredom and fatigue, poor 
ways of lifting and carrying loads. 

(g) Stressful work positions and postures. 

(h) Exposure to pathogenic organisms. 

(i) Conflicts and stress due to physical, social, 
behavioural, psychological, economic, political and 
management factors. 


IV. Chemicals which are carcinogenic to man: 


Aflotoxins, 4-aminobiphenyl, Arsenic compounds, 
Asbestos, Auramine (manufacturing), Benzene, 
Benzidine, Bis (chloromethyl) ether, Cadmium 
oxide, Chloramphenicol (?), Chloromethyl methyl 
ether, Chromium (chromate production), Cyclo- 
phosphamide, Diethylstilbestrol, Haematite 
(mining), Isopropyl oil, Melphalan, Mustard gas, 
2-naphthylamine, Nickel (refining), Oxymethalone 
(?), Phenacetin, Phenytoin, Soot, tars and oils 
(PAH’s), Vinyl chloride, N-bis (2-chloroethyl)-2- 
naphthylamine. 


V. Industrial Processes which are Carcinogenic 
but the causative chemical is unknown: 


Process Target Organ 
1. Manufacture of auramine Bladder 
2. Chromate-producing industries Lung 
3. Exposure to cadmium Prostate 
(possibly cadmium oxide) Lung (?) 
4. Haematite mining Lung 
5. Nickel refining Nose & Lung 


VI. Agents that may cause Chronic Bronchitis? 


A. Gases - Aldehydes (Acrolein, Formal-dehyde), 
Ammonia, Chlorine, Chloromethyl Ether, Osmium 
Tetroxide, Oxides of Nitrogen, Phosgene, Toluene 
Di-isocyanate, Vinyl Chloride Monomer. 


B. Particles: Brick dust (probable), Cadmium 
(probable), Cement dust, Chromium, Coal mine 
dust, Cobalt (probable), Coke oven, Cotton dust, 
Diesel exhaust, Parquest (Possible), Pottery dust, 
Wood dust, Sodium hydroxide, Vanadium 
(probable), Western Red Cedar, Endotixin, Grain 
dust (wheat, barlet), Polychlorinated Biphenyls 
(probable), Tungsten Carbide (probable). 


VII. Occupations with exposure to Arsenic: 


Acetylene workers, Acid dippers, Alloy makers, 
Aniline workers, Bleaching power makers, 
Cattle food workers, Boiler operators, Book 
binders, Brass makers, Bronze makers, 

Bronzers, Cadmium makers, Ceramic makers, 
Copper smelters, Cut-glass workers, Defoliant 
makers, Die makers, Dyers, Electroplaters, 
Enamellers, Etchers, Ferrosilicon workers, 
Farmers, Miners, Fertilizer makers, Fur handlers, 
Galvanizers, Gardeners, Glass makers, Glue 
manufacturers, Gold extractors, Gold refiners, Hair 
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remover makers, Herbicide makers, Hide 
preservers, Metal refiners, Ink manufacturers, 
Insecticide makers, Jewelers, Lead burners, 
Insecticide sprayers, Lime workers, Lithographers, 
Metal cleaners, Nitro cellulose makers, Drug 
makers, Rubber workers, Seamstresses, Zinc 
smelters, Paint makers, Painters, Paper glazers, 
Paper makers, Paper hangers, Paper printers, 

Pelt workers, Pencil makers, Photographers, 
Pigment makers, Plastic workers, Plumbers, 
Poison bait makers, Pottery workers, Rayon 
makers, Sheep wool cutters, Silver refiners, 

Soda makers, Solders, Sulfuric acid workers, 
Tannery workers, Taxidermists, Textile painters, 
Tinners, Tobacco processors, Tree sprayers, 
Velvet makers, Vinery workers, Vineyard workers, 
Weed sprayers, Arsine rosters, Cannery workers, 
Wire drawers, Zinc makers, Sealing wax makers, 
Sheep dip workers, Defoliant applicators, Oil 
refinery workers, Ceramic enamel makers, 
Rodenticide makers, Artificial flower makers, 
Weavers, Rotogravure workers, Dimethyl sulfate 
makers, Water weed controllers, Wax goods 
manufacturers, Oil cloth manufacturers, Wood 
preservative makers, Citrus fruit orchard workers, 
Cotton plantation workers, Hydrochloric acid 
workers, Linoleum colour workers, Organic 
chemical synthesizers, Semiconductor compound 
makers. 


VIII. Common Chemicals used as Pesticides: 


Arsenic, Inorganic and organic Carbamates, 
Chlorinated Hydrocarbons, Coal tar and its 
derivatives. Copper, Inorganic Halogenated 
Aliphatic Nitrogen compounds, Petroleum oils, 
Organophosphorous compounds, Pyrethroids, 
Sulfur. 


IX. Occupational Exposure to Ultraviolet Rays: 


Aircraft workers, Barbers, Bath attendants, 
Construction workers, Drug makers, Electricians, 
Farmers, Fishermen, Food irradiators, Foundry 
workers, Glass blowers, Oil field workers, 
Ranchers, Seamen, Vitamin D makers, Welders, 
Metal casting inspectors, Steel mill workers, 
Tobacco trradiators. 


X. Occupational Exposure to Infrared 
Radiation: 


Bakers, Blacksmiths, Chemists, Cooks, 
Electricians, Foundry workers, Glass workers, 
Soldiers, Steel mill workers, Welders. 
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XI. Exposure to Micro- and Radio waves: 


1. Frequency up to 30 MH2 - Factory, 


Furniture, Auto and Electronic workers, engaged in 
welding, Melting, Drying, Food processing, Gluing, 
Radio navigation, and Radio-Astronomy. 

2. Frequency -- 30 TO 300 MH2 - Electronic 
workers, Scientists, Microwave Oven operators, 
those engaged in Broadcasting Television, Air 
Traffic Radar, and Ovens. 

3. FREQUENCY -- 300 MH2 TO -300 GH2 - 
Broadcasting personnel, Electronic workers and 
researchers engaged in Television, Meteorological 
Radar, Telemetry, Nuclear Pulpits, Altimeters and 
Radio Spectroscopy. 


XII. Environmental Agents Associated with 
Cardiovascular Diseases: 


1. Chemicals : Nitrates, Solvents, Fluorocarbons, 
Antimony, Arsine, Yellow Phosphorous, Carbon 
disulfide, and Carbon monoxide. 

2. METALS : Lead, Cadmium and Cobalt. 

3._ PHYSICAL AGENTS : Noise, Radiation, Heat 
and Cold. 


XIII. Occupational Diseases : 


(a) Traumatic Disorders - 


1. Locomotion and Postural Disorders - e. g., 
backache due to faulty sitting postural, sprains, etc., 
due to wrong methods of lifting and carrying loads. 
Repeated motions may cause boredom and 
increase accident proneness. 

2. Accidental Injuries - due to falls, falling 
objects, while working on machines, explosions, 
collapse of building, etc., e. g., hand injuries, 
amputations, head injury, and loss of eye. Electric 
shock will result in Burns and Unconsciousness. 

3. Disorders due to use of Vibrating Tools - e. g., 
‘white fingers’, tenosynovitis, bursitis, and 
osteoporosis. 

4. Disorders due to Air Pressure - e. g., high 
pressure may result in Joint Pain, Caisson Disease, 
Cardiovascular Distress, Paralysis; and low 
pressure results in ear pain, Rupture of Ear 
Drums, Headache, Oedema of the Lungs, and Air 
Embolism. 

5. Deafness - This is usually due to exposure to 
excessive noise. But chemicals can also cause 
deafness. Excessive noise also cause Fatigue 
and Psychological Disturbances such as 
irritability. 
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(b) Thermal Disorders - (i) Excessive heat can 
cause discomfort, sweating, dehydration, heat 
cramps, hyperpyrexia (heat stroke), and heat 
exhaustion. (11) Excessive cold can cause chilblains, 
frostbite, Reynaud’s Disease, and wet gangrene 
(Trench Foot). 


(c) Disorders due to Exposure to Radiation — 
(i) Non-ionizing Radiations -- 1. Ordinary light 
can cause visual fatigue due to glare or flicking. 
Snow Blindness. 

2. Lesser can cause burns, corneal damage. 

3. Ultraviolet rays can cause skin burns, tanning, 
keratitis, conjunctivitis, cataract and cancer. 

4. Infrared rays can cause burns and cataract. 

(ii) Ionizing Radiations -- Gamma ray and, X-rays 
can cause acute radiation syndrome, cataract, 
sterility, nephrosclerosis and cancer. 


(d) Poisoning - This is cause by exposure to or 
ingestion of chemicals or metals. This may be 
acute or chronic. Common agents are lead, arsenic, 
chlorine, mercury, cadmium, chromium, selenium, 
carbon monoxide, hydrogen sulphide, ammonia, 
carbon tetra chloride. 


(e) Allergic Conditions - Many chemicals can 
cause dermatitis, skin rash, respiratory distress, or 
even anaphylactic shock. 


(f) Toxicity to Chemicals - Depending on the 


chemical, dose, and exposure many diseases can 
develop, e. g., anaemia, cancer, chronic 
bronchitis, pulmonary asbestosis, pneumoconiosis 
and other fibrotic disease of the lungs (Silicosis), 
liver damage, cardiovascular diseases, etc. 
Symptoms are specific according to the chemical, 
€. g., constipation and intestinal colic for lead, nasal 
bleeding for arsenic, tremors for mercury, and 
jaundice for carbon tetra chloride. 


(g) Psychological / Behavioural Problems — 


Examples are boredom, psychosis, neurosis, 
behavioural problems, mass hysteria. 


(h) Infections - Common examples are tetanus, 
anthrax, laboratory infections, fungal infections 
Hydatid disease, and brucellosis. 
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XIV. Control of Environmental Factors : 
A Care of Environment itself — 


1. Provision of safe building with assured safety 
measures, correct installation of the machinery with 
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protective shields. Fire and emergency escapes, 
etc. 

2. Thermal comfort by ensuring adequate 
ventilation, and temperature regulation. Air should 
be warm enough to prevent excessive heat loss, but 
not too hot to prevent adequate heat loss from the 
body. 

3. Pollution free atmosphere, viz., of reasonable 
purity and safety so that harmful substances like 
dusts, fumes, gases do not exceed the threshold 
limits, i.e., the maximum allowable concentration. 
4. Adequate lighting, avoiding glare and excessive 
shadows. Lights should not flicker. 

5. Noise control: Suppression of excessive noise. 
6. Provision of adequate space prescribed and 
necessary for work and movements. 

7. Good housekeeping. 

8. Safe water supply and adequate sanitary 
conveniences. 

9. Rest and recreational facilities. 

10. Regulation of hours of working. 

11. Wages policy, incentives, rewards and security. 
12. Promotion of pride of craftsmanship and proper 
management. 


B Control of Harmful Agents - 


1. Replacement of dangerous agents and their 
substitution by harmless ones, e.g., use of 
carborundum in place of sand blasting, and 
sesquisulphide of phosphorus in place of yellow 
phosphorus. 

2. Change in the physical state of dangerous 
substances, e. g., use of oily paste of lead instead of 
lead oxide power. 

3. Complete enclosure and automation of 
dangerous processes, e. g., screening of the moving 
parts of a machine, or automatic mixing and 
packing of hazardous powders in an enclosed or 
sealed machinery. 

4. Isolation of the hazardous processes, e. g., 
welding, handing of radioactive substances, etc. 

5. Physiological and safe designing of the plants 
and machines, e. g., provision of safety guards, 
fencing, earthling of electrical appliances, etc. 

6. Automatic removal or disposal of dangerous 
substances and fumes by in situ exhaust ventilation, 
in cotton and other dusty industries. 

7. Legislative prohibition of certain substances, 
and notification in case of toxicity of others, e. g., 
carbon disulphide, benzyl, and arsenic poisoning. 


C Precautions by Employees and Management - 


1. Vocational guidance and counselling. 
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2. Fitting the job to the man, and fitting the manto 6. Establishment of industrial medical service. It 


the job, i. e., proper selection and pre-placement is essential to appoint qualified Industrial Health 
examination, job training and job supervision. Officer. 

3. Provision of protective clothing and appliances. 7. Consultancy services by the specialists in 

4. Immunization and other preventive measures. occupational health, environmental health, safety 
5. Environmental and health monitoring, e. g., engineer, industrial management, etc. 

routine and periodical environmental and medical Bef ares a 

checks. 


ee ee, 


Lecture to Industrial Health Officers, Training Course on Environment Awareness, conducted by National 
Safety Organization, Hotel Pancharatna, Tadiwala Road, Pune — 1, on ae May 1997. 
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1. National Nutrition Mission: Feedback and Comments 
for the Executive Committee 


The following paragraphs correspond with 
the Terms of Reference given to the Executive 
Committee of the National Nutrition Mission. 


1. To identify nutritionally backward regions and 
groups in the country requiring special focus on 
implementation of nutrition programmes: 


Human nutrition has become a very complex 
issue because of the social, political, cultural, 
commercial, topographical and other factors. The 
status of undernutrition or malnutrition represents 
only a tip of the iceberg of multiplicity of a mix of 
the variables that influence or determine human 
nutrition. A simple version is seen in diagram I. 


Diagram I: Determinants of Human Nutrition 


culture 
knowledge 


** Food production and availability 
st Accessibility 


xt Purchasing power 


Human being 


Environmental sanitation 


+z Food and personal hygiene 
st Social, cultural, economic, family factors, etc. 


diet > & agriculture 
Nutrition 
Food Environment 


characteristics 
of human population 


In view of this scientific and epidemiological 
reality, it is inappropriate to think of nutritionally 
backward regions & groups. There are malnourish- 
ed people in Punjab and obesity is seen in U.P. and 
M.P. At several places malnourishment and obesity 
co-exist. The basic principle of primary health care 
is to ensure that all essential health care reaches all, 
especially the have-nots. Target shall have to be 
family and not a community or region. Nutrition 
security is the right of all, especially the poor. 


The underlying issues are of poverty, lack 
of equity & social injustice. (Diagram II) Unless 
these primary social ailments are taken care of, 
mere window-dressing will not help. In view of 
these circumstances, this term of reference should 
be viewed with a much broader perception. In 
order to have sustained improvement and nutrition 
security, it is suggested that the National Nutrition 
Mission should adopt alleviation of poverty as a 
basic strategy and priority. Advocacy for this 
strategy can be justified strongly because such as 
basic approach will accrue multiple benefits such as 
improved productivity, better nutrition and health, 


Nutrition is the effect of ingestion of food, digestion, 
absorption of the nutrients, (amino-acids, glucose, 
fatty acids, vitamins, fibre, minerals, etc.), and 

their utilization or metabolism in medium of water. 


economic justice, upliftment & self-respect among 
the poor, etc. Intervention should be directed: 

(a) To tackle poverty in innovative ways for 
upliftment of the poor who should be enabled to 
pay for their all basic family-life needs in about five 
years, covering all families below poverty-line. 

(b) All people below poverty line should be 
reached, irrespective of their location and social 
status. Concentrate on the welfare of these families 
Highest priority should be provided to ‘Bimaru’ 
States — U. P., Bihar, Madhya Pradesh and 
Rajasthan. 

(c) A simple way is to employ at least one member 

of BPL family in Government service, or in public 
sector industry, or encourage the private bodies to 
do so by 100 per cent exception in income-tax and 
other incentives. 

(d) Giving subsidies lead to dependence. Therefore, 
avoid it scrupulously. By way of income-genera- 
tion through vocational training, soft loans to self- 
help groups (SHGs), self-employment 
opportunities, creating jobs, etc., let the poor earn 
and live with dignity. Don’t give them fish, but 
teach them how to catch fish! 
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Diagram II: Poverty: it’s Environmental, Social, Economic, Health, Nutritional & Psychological aspects 
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2. Close monitoring of implementation of nutrition 
programmes with particular attention to resource 
constraints, institutional bottlenecks or any other 
matter affecting service delivery: Nutrition security 
programmes should be reviewed by the experts for 
efficacy, feasibility, ability of the system to deliver 
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the goods, adverse effects and possible dangers, 
appropriateness, wider application, sustainability 
and cost-effectiveness. We have national program- 
me for prevention and control of nutritional 
anaemia in pregnant women. The pregnant women 
are expected to get and consume 100 tablets of 
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iron-folic acid tablets during the antenatal period. 
Despite decades of intervention, today over 70 per 
cent of pregnant women at the time of delivery are 
anaemic. Such programmes should be scrapped in 
preference to treat every anaemic woman, monitor 
till cure, and improve diet. It is well established 
that as soon as economic condition improves, diet 
improves nutrition and incidence of nutritional 
deficiency disorders falls drastically. The best 
example is almost disappearance of vitamin A 
deficiency disorders in last three decades. This is 
also true of severe forms of undernutrition such as 
Marasmus and Kwashiorkor. Mid-day meal in the 
schools has become fashionable programme, 
although evaluation of such programmes has failed 
to demonstrate any benefits in physical growths, 
cic, 


As a basic policy none of the nutrients 
should be used as supplements under our nutrition 
security intervention programme. In the long run, 
the only rational and common sense approach is to 
improve the diet by way of proper selection of 
foods. There should be no blind continuation of the 
nutrition intervention, yearly evaluation is essential. 


Another ignored area is overnutrition and 
new trends in food habits which are dangerous in 
the long run. It this is not curbed and nipped in 
bud, we will be bearing high burden of non- 
communicable diseases in near future. The Mission 
should, therefore, should take futuristic view and 
curb and control harmful fashions of soft sparkling 
drinks like Coke, etc., ready-to-eat food with high 
sugar, salt and fat content — restriction of quantities; 
quality in terms of micro-nutrients and antioxidants, 
etc.; detail labels; and even banning some items. 


3. Evolve mechanism for coordination of all the 
nutrition related programmes both at the policy and 
implementation levels: 


This should be the most critical and 
inevitable function of the Mission. In fact, many of 
the so-called nutrition related programmes are the 
core elements for nutrition security of our people. 
Food production is looked after Ministry of 
Agriculture. Apart from the cultivation of staple 
energy producing foods such as cereals, nutrition 
security demands adequate production of the 
protective foods such as pulses and legumes, 
vegetables and fruits, milk, condiments, etc. This 
and oil seeds need immediate priority. Storage is 
poor and result is huge losses. Transportation 
increases the cost. Mission should ensure that 
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locally produced foods should be locally distributed 
to all the poor families below a well defined cut-of 
point. There should be local procurement and 
storage for local public distribution system to be 
totally managed by the PRIs and villagers. There is 
no justification in centralization, except for 
promotion of corrupt practices and inefficiency. 
Fuel is another issue and the Mission should endure 
that in about five years only the Gas and Electricity 
are made available and used exclusively. Rural and 
urban Development Ministries should give highest 
priority to ensure that in about two years, all the 
poor families below a well defined cut-of point are 
assured regular income throughout the year so that 
they can pay for all the family’s basic needs of 
shelter, clothes, food, health, education, etc. They 
should be able to live with dignity and pride. Even 
the scheme such as unemployment allowance for 
such families is desirable because with our well 
known inefficiency, we may not be fully successful 
in ensuring adequate income generation by the 
poor. Such expenses may be recovered from the 
officials and politicians whose failure resulted in 
the shortages. This is only an example to indicate 
the direction. Nutrition Mission or PMO should 
have special cell to look into this vital role. 


Health Ministry should be concerned with 
nutrition as it is one of the basic determinants of 
health. Never-the-less, nothing is done except 
some most ineffective interventions against 
anaemia, etc. Sanitation, food hygiene, personal 
hygiene, common ailments such as fever and 
diarrhoea, etc., play important role in making the 
marginal but otherwise adequate food intake 
inadequate because of higher nutrition demands. 
This is not only the major health factor that leads to 
undernourishment of children, but also form the 
major causes of so-called ‘starvation deaths’ of 
today. Immediate cause of death is such cases is 
either diarrhoea or upper respiratory infection 
causing pneumonia or other acute infections. The 
undernourished children become vulnerable to 
suffer from these infections because of their low 
resistance and weak immune system. Primary 
health care inputs are therefore essential in India, as 
an essential component of Nutrition Security. It is 
another matter that our so-called Health Services 
are in reality ill-health services of poor quality. 


For unhealthy food and food habits and 
preferences, it is vital to be proactive and ensure 
that needful is done by the Food Department, Food 
Industry, and Prevention of Air and Pollution 
Board, Consumer’s Forum, etc. 
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4. Conduct of evaluation and impact studies of the 
programmes and identify mid-course corrections in 
strategies and implementation issues: 


This is very important point. However, 
my long experience with the Government 
functioning, this type of thinking and management 
procedure is clearly outside its culture and corrupt 
practices and vested interests. This policing task is 
best assigned to capable, social and or activist 
mind-set, trustworthy voluntary organizations. 
Their findings should not come under bureaucratic 
review and can only be examined, if need be, by 
professional organizations such as Nutrition 
Foundation of India, New Delhi. The 
recommendations should be mandatory on the 
Government. In is my experience, the Ministries 
and Government mostly keeping the reports 
gathering dust. If action is taken most important & 
critical recommendations that matter most are 
shelved at minus 20 degrees C. and the minor 
recommendations which are of no significance if 
the critical are not implemented, are accepted. 
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[tem 5 of the terms of Reference of the National 
Nutrition Mission: 


Currently, we have more than enough of 
scientific and social knowledge and technology 
which are required for providing not only the 
primary health care to our people, but also that is 
required for the secondary and tertiary health 
(really medical) care. Our problem is of effective 
implementation and getting desired impact. The 
type of research that we need is what is known as 
Health Services or Systems Research, Operations 
Research and R&D mode of functioning of our 
administration. Administrative reforms are other 
inputs which we put on back-burners. In brief, 
nutrition security is not just adequate and proper 
food, but a much wider and complex issue. Any 
narrow approach and strategy will not serve the 
purpose, the canvass has to be broad and several 
governmental, corporate and private organizations 
and the people, especially the poor shall have to 
play their roles harmoniously and sustainability. 


mr eg ss te Fe ad 


(In response to letter No. CE-3 of 30" August 2004 from Shri Alok Mukhopadyay, Member, Executive 
Committee, National Nutrition Mission, Government of India.) 
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2. Foods Fads, Facts and Ambiguity 


It is truly a great privilege to have 
been invited to contribute to the Festschrift 
for Dr. Gopalan on the occasion of his 
completing 90 years of age. I met him first 
in 1964 at National Institute of Nutrition, 
Hyderabad, during a seminar. I now meet 
him every time I go to Delhi. He is ever 
green and true scientist He has countered 
effects of aging with functional alertness 
and creative activity. He is one who 
authoritatively talks of benefits of good 
nutrition in enhaning the body’s resistance 
to infections, degenerative diseases and 
cancer; and its ability to withstand the 
toxic effects of pollutants. He still 
continues to contribute his proposals and 
comments in the Bulletin of the Nutrition 
Foundation of India, and critically reviews 
important issues of the status of public 
nutrition in India. How great! Salutations 
to him for his contributions! 


INTRODUCTION Every form of life 
needs nutrition for survival. Naturally, 
during the process of evolution of life, the 
potential sources and _ process’ of 
nourishment got transcribed on the genes. 
The choice of nutrients is genetically 
determined. While the nutrients for plants are 
inorganic, animals depend largely on organic 
nutrients for energy and growth. Herbivorous 
and carnivorous animals feed on grass and 
meat, respectively. The mothers, when 
rearing their young, give practical training 
about food to their off-spring. Humans are 
no exception. While the human being is 
basically frugivorous, grass cannot be 
digested, but meat can. Nutrients are 
obtained through food, which is available 
in the environment. Over the million and 
half years of their existence on this planet, 
human beings have encountered the 
extremes of environment and habitat from 
the Equator to the Poles, and from season 


to season. During this long period, 
primitive Man explored and exploited 
Nature. Instinct led to a realization of the 
complex relationship of foods, diet and 
nutrition. 


By - using imagination and 
unbounded intelligence, by trial and error, 
and by critical evaluation, Man could 
select the right type of foods. Different 
locally available foods were carefully 
tested. Recognizing that no single 
foodstuff would result in proper nutrition, 
many foods were combined in sufficient 
quantity and proper proportions. Thus, 
ancient Man discovered and evolved diets 
to get all the necessary items required for 
proper nourishment of the body. 
Ecological interrelationship between plants 
and animals is reflected in the formation of 
the ‘food-chain’. Man is a unit of 
ecosystem and harbours millions of 
symbiotic microbes. ‘Human Microbiome 
Project’ of the National Institutes of 
Health, USA, suggests that, while human 
genes in the human body are 18,000 to 
20,000 in number, microbial genes, over 3 
million, are added on. What does that 
imply? Benefits? 


Body’s genetic structure interacts 
with the environment and adjusts itself. 
Thus, physiological and metabolic 
adaptations take place. By virtue of such 
mechanisms, local foods could be digested 
and assimilated by the opening or closing 
of appropriate metabolic pathways. Thus, 
Eskimos near the North Pole derive their 
supply of B- vitamins indigenously, 
probably from the intestinal bacterial flora, 
while those living in the tropical areas get 
them also from green vegetables, etc. 
Hibernation is a biological mechanism 
enabling to pass the winter or resting stage. 


In ancient times, ascetics are reported to 
have practised penance for long periods of 
time without eating any food. Did they 
acquire ability to hibernate? 


Traditional Wisdom: It is but natural that 
Man’s ‘foods’ and ‘diets’ demonstrate 
socio-cultural and geographic variations. 
This successful adaptation to different 
ecological situations on the earth was 
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responsible for human survival even before 
development of agriculture. Consequently, 
the variety of foods that is available to man 
is enormous. Another type of variation, 
which has been institutionalized by all 
societies, is manifested by different foods 
and courses for breakfast, lunch, dinner, 
snacks, and menus for festive occasions. 
Phases of dietetic evolution are shown in 
Figure 1. 


Figure 1: Evolution of Human Diets 
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In retrospect, the — scientific 
soundness of the traditional Indian diets is 
amazing. The customary food 
combinations such as cereals plus pulses, 
and the staggering number of recipes, 
present the wonders of our cultural 
heritage. The inclusion of spices and 
condiments in the diet, probably because 
of awareness of their protective and 
medicinal usefulness, was a _ marvel. 
‘Curry-powders or Masalas’ evolved with 
the culinary art. This should humble 
today’s ‘dieticians’. Most of dietetic 
practices, food habits and other related 
traditions and customs, have stood the test 
of time. Importance of micro-nutrients, 
fibre, anti-oxidants & flovonoids has been 
recently emphasized, but even a cursory 
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look reveals that several of our common 
foods are rich in them. About five decades 
ago, Sukhatme P.V. exploded the myth of 
‘protein gap’ by proving that the problem 
was of ‘food-gap’. In extending this 
further, nutrition security truly lies in our 
traditional foods and diets. 


Food fads: Because of ambiguity, fads 
associated with food are abundant. What to 
eat and what not to eat? Which foods are 
healthy and which foods can even harm? 
One man’s food may be a deadly poison 
for another, as in the case of allergy or 
idiosyncrasy. Reader’s Digest has 
published a book, “Foods that Harm and 
Foods that Heal” with a rider, “consult 
physician for specific health problem”, 
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Food fads such as ‘excess of sweets cause 
diabetes’ are too many to list. There are 
contradictions, inconsistencies and 
vagueness. The social and cultural 
dilemmas have become critical vis-a-vis 
new scientific knowledge on nutritional 
value of foods. The reasons are biological, 
ecological, historical, geographical, socio- 
cultural, commercial marketing of foods 
and globalization of trade. 


Public health nutrition: Human nutrition 
is in the phase of being under the influence 
of science and technology. In comparison 
to the cultural and conventional knowledge 
about food and nutrition, scientific and 
technological knowledge on nutrition is 
only about 250 years old and grossly 
incomplete. It lacks comprehensiveness. 
Ayurvedic concepts of nutrition and food 
cannot be ignored just because one fails to 
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understand them, e.g., foods designated as 
‘cold’ and ‘hot’, and incompatible foods: 
fruits and milk. There is need to recognize 
gaps in understanding and plan multi- 
disciplinary and integrated studies. Several 
scientific disciplines such as agriculture, 
economics, biochemistry, medicine, food 
technology, anthropology, health, 
epidemiology, etc., are concerned with 
some aspect of nutrition. The scientists 
tend to work in isolation. There is no 
common platform for collaboration and 
coordination. 


The factors that determine human 
nutrition are shown in figure 2. These are 
inter-related and variable at the family and 
community levels. Nutrition security is of 
political and social concern. All the 
nutrition problems can be traced to one or 
more of these basic factors. 


Figure 2: Triads of Nutrition Determinants 


(a) Agriculture 


<P 


Culture and Economy 
Traditions 


In public health, problems such as 
infestations like malaria, infections like 
tuberculosis, malnutrition like anaemia and 
low weight, etc., have rather simple 
solutions. However, determinants of 
disorders such as diabetes, coronary heart 
disease, obesity, hypertension and cancer 
are complex. Basic issues are insulin 
resistance, atherosclerosis, foetal 
malnutrition, unhealthy behaviour and life- 


(b) Availability of Food 
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styles. Unlike the developed countries and 
affluent. societies, developing countries 
carry the double burden of infections and 
non-communicable diseases. Interventions 
such as primary health care, equity, 
behaviour change, reforms in life-styles, 
etc., are being badly managed. Poverty is 
the primary cause (and also effect) of 
emaciation and stunted growth, just as 
affluence is of obesity. There are globally 


new and emerging infections. What path 
should one take? 


In management of public health, 
one has to face difficulty in decision 
making. The selection of effective 
intervention to control and _ prevent 
lathyrism is one of such instance. What is 
best? _.> to ban the cultivation and/or use 
of Kesari/Lakhi dal, or = to educate 
people to limit the consumption of this dal 
to less than 25% of the total food, or =*to 
detoxify Lakhi dal by boiling or soaking it 
in hot water for some hours and throwing 
away the supernatant fluid? 


Another example is of media 
sensationalizing the deaths of 
under/malnourished children, using terms 
like “hunger deaths”. Government and 
health departments respond by declaring 
nutritional interventions. However, the 
impact is never seen. While under- 
nourishment is the underlying cause of 
such deaths, immediate cause of death is 
mostly respiratory or alimentary infection. 
These causes are ignored always. 


Food Hygiene: Food hygiene is a subject 
of concern to health authorities because of 
possible neglect and lapses by roadside 
vendors, eating houses and even the food 
industry. Are such foods safe? Are such 
food items prepared under hygienic 
conditions? Are good raw materials used? 
Are the chemicals added safe for health in 
the long run? Are the foods free of any 
contamination? One does not know. At 
the same time, some of the old family 
traditions provide us with examples of 
excellence of applied microbiology and 
asepsis in dietetics, e.g., the vanishing 
custom of observing sovale - type of 
isolation or sanctity, as a part of food 
hygiene. This custom originated 
unquestionably as an aseptic technique 
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without the knowledge of which the 
surgical procedures such as reconstruction 
of the nose would never have been 
successful in ancient India. Old is gold. 
Traditions such as bathing and wearing 
self-washed clothes before cooking; not 
touching others while cooking, handling 
and serving food; discarding 
(contaminated) food from the servicing 
plate, if it is touched by someone other 
than the server; etc., are sound hygienic 
practices. 


Personal hygiene is of great 
significance microbiologically. Washing 
of hands before eating food or after 
visiting toilet is not just cleanliness, but a 
way of removing pathogenic micro- 
organisms, and ova and cysts. of 
helminthes. When one asks question such 
as, do you wash your hands clean? 
Everyone says ‘yes’ readily. But there is a 
gradation of cleanliness and one can see 
the manner in which hands are washed 
before taking meals and after eating oily 
food. Washing hands thoroughly is like 
using a clean spoon. 


Human nutrition cannot be 
considered in isolation from the 
environment. Many dieticians tend to 


ignore this reality. Environment influences 
both food and health, and food intake 
determines health status (Figure 3). 
Physical environment can adversely or 
favourably influence human nutrition in 
many ways. The Indian Railways pollute 
the soil by directly depositing 51,000 to 
71,500 metric tons of human faeces on the 
tracts every day. Important points that call 
for collaboration and cooperation of the 
agriculture, food, rural development, and 
other sectors are: agricultural practices, 
variable requirements of nutrition, 
different dietary practices, contamination 
of food and water, Man being at the end of 
food chain, and the role of pests. 
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Figure 3: Inter-relationship between F ood, Environment and Health 


Environment 


Research on Nutrition: In a consideration 
of public health practice and community 
nutrition, it is interesting to examine 
contributions of scientific research on 
nutrition. The findings are: > locally 
available foods should be used, w= a 
vegetarian diet is as nourishing as non- 
vegetarian one, “== a mixture of cereals 
and pulses, and variations in foods make 
diets nutritious, and “=~ breast milk is 
the best food for infants. Apart from 
confirmation, have scientists really found 
anything new after spending time, efforts 
and money to rediscover already known 
facts and practices? 


Breast-feeding is widely prevalent 
in Bharat and even in India at a lower 
level. In our study over 88 per cent of the 
infants were breast-fed and the others 
could not either because of poor milk 
secretion or illness of the mother. 
Lactation was generally prolonged, 
varying in duration from 6 months to 3’ 
years. About half of the mothers discarded 
the colostrum, while others fed it to the 
new born. Commercial propaganda on 
humanized milk and baby foods tends to 
discourage breast-feeding practice. 
Branded baby foods are expensive and 
absolutely unnecessary. UNICEF and 
WHO (World Health Organization) have 
special programmes to popularize breast- 
feeding. Nature evolved mammals so as to 
ensure survival of the infants through 
breast-feeding! Nature’s ingenuity is 


Health 


amazing in this regard; newborn has the 
inborn ability to search for the mother’s 
nipple and feed itself. However, the 
irrational use of vitamins, glucose, 
proteins, protective foods, goes on 
unabated. Rationalization is still a distant 
dream. 


Birth weight is an indicator of 
health of a baby. The gold standards for 
comparison are, however, unscientific. 
Since the recommended weight of 2,500 
grams was based on ‘formula fed’ infants, 
WHO revised this to a lower scale. Still 
there are issues such as ethnicity. Is it 
right to expect birth weight of a newborn 
Naga to be the same as that of a new-born 
Punjabi? Gender difference in weights of 
male and female is obvious. It is strange, 
therefore, that cut-off weight at birth is the 
same for male and female newborn! Is it 
justified to label normal babies and 
children as under-weighed or malnourished 
judged on the basis of an _ incorrect 
reference norm? 


Shortcomings of current nutrition 
programmes in India: Many activities are 
being undertaken in good faith, but without 
sufficient attention to their impact. ICDS 
has failed in ensuring proper growth and 
development of infants and _ toddlers. 
Despite decades of National Programme 
for Prevention of Nutritional Anaemia, a 
majority of pregnant women remain 
anaemic at the time of delivery. 
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Paradoxically even with very poor 
management of vitamin A supplementation 
in young children, night blindness has 
virtually disappeared and xerosis is rare. 
Marasmus and Kwashiorkor are rarely 
encountered. The 2004 Atlas of the 
Sustainability of Food Security in India 
startlingly shows lack of relation between 
food security and poverty. 


The outstanding feature of national 
nutrition programmes is lack of. inter- 
sectoral coordination, collaboration and 
cooperation. Rural Health Mission is under 
the Health Ministry; Integrated Child 
Development Services (ICDS) Programme 
is under the Ministry of Social Welfare: 
Grow More Food and _ fortification 
programmes are under the Food Ministry; 
Mid-day meal is with Education Ministry; 
and the programme of Food for Work is 
with the Ministry of Rural Development. 
There are many management problems in 
timely and adequate supplies and storage 
facilities. Beneficiaries are selected 
according to the convenience of the staff, 
easy approachability, or influence. The 
needy, such as poor families, habitations 
that are difficult to access, preschool-age 
children and pregnant women are often not 
served. In mid-day meal programmes, the 
problem of substitution can be solved if the 
staple food is avoided as supplement. 
Popular snacks should be provided instead, 
as these are not be equated with a meal. 
There are many local recipes for the 
snacks, and these should be used 
imaginatively. Feeding children at 
centralized locations has not solved the 
problem of malnutrition. It has several 
disadvantages such as risk of infection and 
food poisoning, inhibiting self-reliance, 
building an attitude of begging and 
helplessness, harming self-respect, and 
most of all, potential of inflicting Psycho- 
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logical and cultural trauma on young 
children of tender age. In view of 
anthropological factors, it is desirable to 
consider a family as a unit for nutritional 
programmes, instead of targeting an 
individual as at present. This is also true 
for take-home foods, food for work and 
food subsidy. This will minimize, if not 
eliminate, the shortcomings listed earlier. 
Centralized programmes have many 
problems. There is no alternative to 
decentralizing feeding programmes. 


Anthropological facets: Sharing food is a 
cultural characteristic of India and cannot 
be ignored. Secondly, no single food can 
be universally suitable for all children 
between 6 months and 6 years. Food 
habits and tastes differ from family to 
family. When food is distributed at home, 
the variations for age, likes and dislikes, 
and habits are automatically taken care of. 
The women know the craft and there is no 
need to teach them recipes. It has also 
been shown that the sharing of food has no 
adverse effects in respect of malnourished 
children. 


Many diets and items of food are 
associated with religious festivals and 
social functions. However, now they are 
available at all times. In Western societies 
decoration and style of serving food often 
get more attention than the food itself. In 
India, there is ‘thali’, which integrates all 
the courses. The first serving indicates the 
menu. One can have second or more 
helpings. Foods are chosen based on the 
value system, the occasion, preferences 
and tradition. If one evaluates the meals 
poor people prepare on occasions such as 
weddings, it is clear that they have a good 
concept of what constitutes a healthy and 
balanced diet. It is only that they cannot 
afford to eat such meals regularly. 
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The custom of religious fasting 
encourages consumption of foods other 
than conventional ones. This kind of 
‘fasting’ will not serve to prevent obesity. 
Our survey of middle-class families in 
Pune in 1962 revealed that on an average 
the consumption of calories and proteins 
was significantly higher on the day of 
‘fasting’. This was because of more 
consumption of milk and groundnuts than 
on other days. Given the status that food 
has in life, it is also used for cultural and 
religious purposes, e.g., 


<= alemonona string of green chilies 
is tied to vehicles to ward off accidents; 
== acup-full of tea is discarded by road- 
side stalls before service to the customers 
begin; 

rice grains, coloured or otherwise, are 
used during blessing at Hindu religious 
functions; 
<= food is offered to God by casting it in 
a flame; and 
<= a coconut is broken at auspicious 
events. When I see champagne being 
squirted around in celebration, I feel 
uneasy. Nonetheless, it is all a question of 
culture. 


Commercial exploitation: Vitamins such 
as vitamin C were discovered at a time 
when deprivation of food was extreme. 
Many vitamins were — subsequently 
discovered. The discovery of the vitamins 
has, however, resulted in commercial 
exploitation rather than promotion of 
consumption of appropriate foods. Dr. 
Gopalan had stated that the strategy of 
relying on massive doses of synthetic 
vitamin A for the control of might- 
blindness is inappropriate. Born out of 
recent studies on metabolism, new targets 
have become available for commercial 
exploitation, viz. fibre, anti-oxidants and 
bio-flovonoids. Their role has been 
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identified. The new term, “micro- 
nutrients”, is frequently used. However, 
all these nutrients are adequately available 
in wide variety of vegetables, fruits and 
beverages such as black tea and wines. 
These form the part of traditional diets. 
Unfortunately, these discoveries have 
provided new and sophisticated tools to 
food industry for exploiting people. The 
consumption of preparations containing 
micro-nutrients, fibre, anti-oxidants and 
bio-flovonoids is on increase. Neverthe- 
less, the rich don’t need these and the poor 
need a balanced diet. An excess of anti- 
oxidants or fibre may even be harmful. 
Although efficacy of vitamin E has not 
been established, its sale is rampant. 
Emphasis on the need to consume a 
balanced diet cannot be allowed to fade 
into the background. These new foods 
have benefited the manufacturers rather 
than the health seekers and patients. 


Man-made scenario: The basic problem 
of nutrition is Man himself. In the final 
analysis, politics and the power structure 


govern the food policy, production, 
distribution and pricing. Social and 
cultural factors are man-made and 


profoundly influence nutrition, choice of 
foods, feeding pattern, diet, etc. Examples 
include: 


cash crops verses cereals, 
irrigation, soil chemistry, 
storage & distribution of food, 
insanitation and poor hygiene, 
choice of food vis-a-vis nutritional 
value, economics, 
commercial exploitation, 
mind-set and behaviour, 
adulteration, 

poverty, ignorance, 
brainwashing by media, 

and 

food supplementation. 
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Modern era — progress or regression? 
In modern lifestyles, the choice of foods 
and eating behaviours has undergone a 
perceptible change (for the worse). Public 
nutrition has become topsy-turvy because 
of economic, occupational, — social, 
migration-related, environmental, psycho- 
logical and other reasons. Peculiar and 
extraordinary eating habits have become 
the order of the day. Eating habits are 
diversified and are influenced by taboos 
and customs, fads and fashions, religious 
teaching, scientific knowledge, likes and 
dislike, eccentric and idiosyncratic 
patterns, aggressive marketing of 
processed foods, the proliferation of 
restaurants, professional demands, health 
status and other compulsions. 


People eat fewer meals at home, 
and eating out is on _ the increase. 
Disadvantages of eating out are: 
<= overeating, 
== tisk of eating mishandled, unsafe, 
<= inferior quality, or adulterated food, 

high intake of salt, sugar and fats; and 
gross reduction of content of 
protective foods. 


Apart from eating out, another 
curse of so-called modernization is a 
significant increase in consumption of 
alcoholic drinks. The food industry, hotels 
and restaurants have come to stay. Many 
exotic foods are advertised. Attractively 
packed processed foods or ready-to-eat 
snacks or ‘junk foods’, baby foods, 
‘tonics’, branded beverages, etc., have 
reached even remote places. Artificial 
sweeteners like Aspartame are present in 
many aerated soft drinks. These can cause 
metabolic acidosis. Long term consumers 
of such drinks have suffered from muscle 
spasm and pain with illness resembling 
multiple sclerosis. Tonics are superfluous 
despite increased appetite due to alcohol 
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they contains. Apart from exercise and 
yoga, some health clubs have started 
nutrition services for weight reduction and 
dietary care of diabetes, and coronary heart 
disease. There is no quality control at 
many of these centres, and the services 
may not be scientifically correct. 


Advances in science and 
technology often tend to make simple and 
cheaper things more complex and 
expensive. Attractively packed processed 
and fortified foods charm customers. The 
sophisticated products such as ‘ready-to- 
eat’ are used by the privileged and 
unfortunately become status symbols. 
There is tendency to follow the examples 
set by the rich, and limited financial 
resources of the underprivileged and poor 
are thereby wasted. Food adulteration is 
on increase. Primary support for food 
adulteration comes from people who are 
eager to purchase food, which is cheaper 
than the market rate. When something is 
offered at unreasonably low price, one 
should suspect adulteration or doubt 
wholesomeness of the food. Food malls 
have started offering cheaper vegetables. 
Purchasing discounted food should be 
resisted because such food may not be 
wholesome or may contain adulterants. 
Whiter dal, pale peas and colourless sweets 
taste as good and are as nutritious as highly 
priced fortified commodities. Poverty 
level estimates should not be based on a 
single parameter such as expenditure on 
food. Empowerment, equity and social 
justice are at the root of poverty and mal- 
nourishment. Even basic needs such as 
food, shelter, employment and health are 
not available. There is a sense of urgency 
worldwide about the need to tackle these 
problems on a war footing. 


Obesity: | Obesity and overweight are 
caused by excess intake of food (calories) 
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over a long duration. By a rule of thumb, 
the weight of an individual at the age of 21 
is his/her ideal weight. Extra weight gained 
thereafter, when active growth ceases, is 
due to fat deposits and is a signal that there 
is a need to control weight. Such weight 
gain is the earliest sign of health losing 
ground. Over-weight or obesity is 
indicated by high BMI or high abdomen- 
to-hip ratio. It is good to aim a BMI of 
18.5 to 20. Weight-loss programmes are 
advertised claiming that 10 kg of weight 
can be lost in three weeks or even in 24 
hours! This is unscientific and fraudulent. 
The rate of weight reduction should be 
slow, say one or two kg a month. This is 
possible by eating less caloric-food, not 
eating out, brisk walking and exercise. 
Sure enough, some advise that one should 
‘fill the belly and reduce’. Many of those 
who lose weight regain it in about six 
months. Special care is needed to maintain 
the loss achieved. Some individuals are 
obese despite low food intake. The 
endocrine system may be at fault or there 
may be metabolic disorders. Drugs and 
surgery for obesity are not only of doubtful 
value, but may even be harmful. It is 
observed that many dieticians tend to 
prescribe diets de novo. Compliance with 
such diets is difficult and generally short- 
lived. Sooner or later one reverts to usual 
diet. This is why majority of obese person 
who are ‘dieting’ regain the lost weight 
within a period of six months or so, and 
diabetic persons are unable to control 
blood-sugar levels. It is easy and practical 
to modify one’s customary/usual diet. Any 
drastic change cannot be sustained. In 
adult diabetics, there is need _ for 
demystification of the so-called ‘diabetic 
diet? because it is just usual food with 
some restrictions and modifications. 


Tables giving composition of foods 
are used to estimate nutritional values of 
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either raw or cooked food. However, there 
are pitfalls. Unless the limitations of such 
tables are clearly understood, the 
interpretation and the conclusions drawn 
may not be valid. The caloric needs of an 
individual may differ markedly from 
allowance recommended. In view of 
variations in water content, values for the 
proximate principles are more reliable than 
those for vegetables and fruits. Values for 
cereals and pulses are more reliable than 
those for vitamins and minerals. Never- 
theless these tables are useful, if used and 
interpreted intelligently. 


Self-reliance: The basic strategy is to eat 
traditional diets and wholesome food. The 
commandments to follow are: 


~<* moderation is the golden rule — do 
not eat much of any food. 


do not to reject any food, eat at least 
a little. 


eat one portion of all foods, the 
essence of a balanced diet is variety; 
the more the variety, better is the 
nourishment; eating different kinds 
of food is desirable. 


all vegetable oils {except hydro- 
genated} are good in moderate 
quantity; use different oils by 
rotation. 


regularity of meals and having 
interval of more than two hours 
between successive meals avoids 
disturbance in digestion. 


on special occasion one may eat 
more than usual and enjoy it without 
any guilt; it will be necessary to 
compensate later byeating light meals 


avoid supplementation and fortified 
food. 


_ avoid indulgence with any one 
food/supplement that is deemed 
healthful; both omega-6 and omega- 
3 fatty acids are required by the 
body. 


do not blindly follow the advice of 
consultants or the media. 


dot aoid soft drinks and processed foods. 
eat least amounts of foods rich in 
sugar, fat and salt, e.g., dessert, fried 
food, cream, and pickles. 


== instead of two square meals, eat five 
to six times a day without increasing 
total caloric intake. 


never waste money on commercially 
marketed micro-nutrients, fibre, anti- 
oxidants and flovonoids because all 


148 


are present widely in condiments, 
spices, vegetables, fruits, germinated 
legumes, whole pulses, garlic, 
flaxseeds (Javas), fenugreek seeds 
(Meth1) and tea without milk, etc.; and 
thus are adequately present in tradi- 
tional diets. 


== there is no need to force oneself 
drink eight or more glasses of water 
daily; adequacy of water is indicated 
by normal urine output and absence 
of thrust. | 


Conclusion: In nutshell, everyone should 
understand that the answer is clear. For 
good nutrition it is ideal to eat traditional 
diets and foods. Our ‘normal foods’ 
contain not only all the known nutrients, 
but also some unknown ones awaiting 
discovery and perhaps many other that will 
never be known. Traditional wisdom will 
also protect and save ‘modern homo 
sapiens from ‘mad man disease’! 
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NATIONAL POPULATION COMMISSION 


1“ MEETING ON 22-7-2000 


Introduction: Growth of a population is a 
bio-social phenomenon. Its growth rate is the 
function of fertility. Bio-socially, fertility level is 
determined by capacity to survive and degree of 
welfare of the individuals belonging to that society. 
Health statistics of India clearly reveal that the 
survival, fertility and welfare of our people are 
closely associated with their socio-economic status. 


Table 1 shows the outcome of the World Bank 
sponsored 1992-93 sample survey covering over 
five lakh population. 


Table 1: India 1992-93 : Health, Nutrition, 
Population & Poverty in Total Population 
(Sample size = 5,00,755) 


Socio-economic 
Status 


[indicator 
| 


2a 
65.0 35.4 
48.4 30.0 
9 


Age Specific Fertility 
Rate/1000 women, 
15-19 yr. 


Immunization % 
Coverage for all 
vaccines, 
Not covered at all 


17.1 


Delivery Attended 
by a Trained Person 


19 
11.9% 78.7 % 34.3 % 


In light of reality, what should be our approach 
and action programmes to arrest rapid growth of 
population, especially in the Northern States? 


Use of Contraceptives 
by Married Women, % 


e Basic strategy should be alleviation of poverty. 


e Concentrate on the welfare of families below 
poverty-line and give highest priority to places 
where the problem is the highest, viz., Uttar 
Pradesh, Bihar, Madhya Pradesh and Rajasthan. 
This will have a significant and lasting effect in 
lowering fertility. 


e Poverty is essentially a long-term or chronic 
deprivation syndrome. Poverty is both the effect & 


cause of several factors. It is not just socio- 
economic hardship and social injustice. In order to 
have desired effect on poverty reduction, focused 
efforts of the Government, corporate, private and 
voluntary sectors will be necessary. All 
departments and agencies of the Governments and 
the PRIs will have to be activated to do their lot 
effectively and in a sustainable way. 


¢ Winding down Department of Family Welfare 
at the Central and State levels. In practice, this 
would mean to merge it with the Health 
Department (to be rightly called Public Health 
Department). This will considerably and surely 
help to ensure that the responsibility for controlling 
population by reduction in fertility becomes 
universal and taken over by every concerned 
Government department, agency and sector. Role 
of every Ministry and Department of Government 
should be identified & that Ministry/Department 
should be made accountable for their contribution 
towards lowering fertility and controlling 
population growth. Special efforts are necessary to 
ensure that various programmes and interventions 
reach all the families below the poverty line, 
irrespective of their location, social and 
occupational status, etc. 


e It will be the function of the National 
Commission for Population to monitor, direct, and 
guide the State Governments for effective 
implementation of the various programmes and 
specific interventions for fertility control and 
poverty alleviation. States should be encouraged to 
set-up State Commission for Population. Statewise 
subcommittees should be nominated for the 
supportive and monitoring operations. 


e Illustrative roles of selected Ministries and 
Departments: At the Central and_ State 
Governments, joint exercise is necessary, separately 
with each Ministry & departments, to define the 
specific roles vis-a-vis fertility control and reach 
agreement on effective implementation, review. and 
reaching the objectives. 


1. Public Health Department : 


a. To promote and provide counselling, 
consultation and contraceptive services, especially 
to all families below poverty-line. 


b. To take steps, effectively and urgently, to 
ensure that all unmet needs are met. 


c. To ensure that the full package of primary 
health care is provided to all the families below 
the poverty line, irrespective of their location, 
social and occupational status, etc. 


d. To strengthen public health services in 
general, covering all its dimensions. 


2. Education Department : 


a. To take a time bound programme to provide 
primary education to all male and female 
children of all the families below the poverty- 
line, irrespective of their location, social and 
occupational status, etc. 


b. To plan & implement schemes to encourage 
the children from the families below the 
poverty-line, to continue education up to 10" 
standard initially and then up to 12" level. 


C Special schemes should be provided for 
various kinds of vocational training having 
income-generating potential. Children from 
the families below the poverty-line, especially 
those whose performance in the schools is poor 
or those with necessary aptitude, should be 
given highest priority. Free of cost placement 
outside their place of residence should be 
provided, if local facility is poor or not 
available. 


3. Department of Rural Development : 


a. To ensure gainful employment and/or 
adequate income generation to all the families 
below the poverty-line. Income should be adequate 


Note prepared for the meeting. 
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and sustained at appropriate level to be determined 
annually. 


b. To provide basic healthy environment, 
especially safe drinking water and disposal of 
excreta, to all families below the poverty-line. 


4. Food Department : 


To ensure nutrition security through public 
distribution system and/or other manner, to all the 
families below the poverty-line 


5. Department of Works and Housing : 


To provide healthy housing and to ensure 
environmental hygiene to the poor, especially those 
families below the poverty-line. 


6. Department of Communications : 


To provide communication facilities for 
emergent situations, road transport, telephone, etc., 
within the access of the families below the poverty- 
line. 


7. General Adminis. And Revenue Department: 


a. To ensure that social injustice and 
discrimination are undone, especially in respect of 
the poor. 


b. To restore the rights and property unlawfully 
taken away from the families below the poverty- 
line. 


c. To discourage crime & antisocial activities 
among the poor, by improving their lot and 
providing acceptable alternatives. 

* * * 
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1. A letter to Prof. N.K. Bhide, AIIMS, New Delhi 


(Poona, 16" August 1966) 


My Dear Narayan, 


I hope our telegram and letter, both reached 
you. We have by now, total of 72 cases of the 
“Polyuria Syndrome” reported to us. 


On epidemiological studies, it is now fairly 
well clear that it may be some very localized, self- 
limiting (with complete recovery) new infection — 
or more likely some toxin or poison acting either as 
Anti-ADH or on the renal tubules. What can do 
this?, a virus, a fungus, or any other micro- 
organism, or a poison or toxin? 


Incubation period seems to be 1 to 3 weeks — 
or multiple of 1 to 2 weeks. This poses a difficulty 
in realizing cause and effect relationship of 
something in the past — not very near so as to recall 
easily — nor perhaps very out of the way or unusual 
or noticeable (easily) event in life and thus no 
special attention paid. 


The toxin perhaps is formed at a fixed time 
and then gets lost or neutralized quickly. Or it is 
present in small quantities and may be getting 
excreted in the renal tubules — in the process gets 
concentrated and specifically acts on renal tubules 
— damaging two functions of reabsorption and 
excretion. 


If it is purely Anti-ADH, this will not 
explain loss of excretory function. No electrolytes 
involved — very specific localization — or the toxin 
may have cumulative action. 


Probably organic in nature — may be from 
food. Mercury or other salts” But no effect of 
BAL in treatment. 


Dr. Thirumalachar is in Mexico, but his 
laboratory is doing the work. I have given them 
fresh samples to. Three deaths are now confirmed. 
They occurred in April at Wadebolai, 8 miles from 
Wagholi — our newly affected village on Nagar 
road. I have some quantity of Bajri and Jwar. Do 
you want me to collect any more or wish to suggest 
any thing specially useful investigation? 


Do you have list of toxins which act on 
specifically the renal tubules? If so, we can test for 
them. Lastly, the feeding results. Due to long 
reaction in incubation, effects may manifest after 
three weeks and long observation will be necessary; 
and shorter observation may be a pit fall. This is 
important. The only new plant is the American 
weed — or the Congress grass — weed with serrated 
leaves and small white flowers on long stocks. We 
fed some animals, but so far nothing positive. If 
our forecast is right, may have more cases in 
November, December and January 1967. Do send 
me the reprints of Dr. Campbell’s work. I can’t get 
it. Expecting reply, 


Yours Sincerely, 


Sd. Bhau 


* * * 


ye _ Polyuria and Polydipsia Syndrome, Epidemic of 
‘Diabetes Insipidus’ 


The present investigation was started when 
Dr. C.R. Sule, Hon. Physician, Sassoon General 
Hospitals, referred cases of polyuria and severe 
thirst for epidemiological investigations on 27" 
January, 1966. The first case that was admitted in 
the Sasson General Hospitals, Poona, for polyuria 
and excessive thirst was clinically diagnosed as 
Diabetes Insipidus. He came from a village about 
15 miles from Poona. Perne (Haveli) is about four 
miles from Koregeon on Poona-Nagar road. It was 
reported that the other members of the patient’s 
family were also suffering from similar illness. 


From the history and early epidemiological work it 
was immediately clear that we were dealing with a 
curious epidemic of Diabetes Insipidus. During 
1952-53, a similar curious epidemic of Diabetes 
Insipidus arose in the Nagar and Poona Districts of 
Maharashtra, when about 1,086 individuals were 
reported as affected. This was called as ‘Bota’ 
epidemic because a mobile hospital was established 
at Bota village near Sangamner in Nagar District. 


We were facing a new disease of unknown 
etiology and probably that was a beginning of an 
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epidemic of a curious disease. The investigations 
carried out at the time of the previous epidemic 
were inconclusive and the results of some of the 
laboratory tests were doubtful. There were no 
reports of epidemics of this type reported in the 
literature available to us. Fortunately, however, we 
had a benefit of having teachers and friends with 
first hand information on the previous epidemic in 
1952-53. The cooperation of all the concerned and 
the institutions and the authorities was 
spontaneously available. With such rich resources, 
therefore, there was hope and encouragement. 


Clinical Features: The onset is gradual. The 
characteristic symptoms are severe thirst and 
polyuria. General weakness and loss of appetite are 
present in almost all cases. However, the first case 
had voracious appetite. It is curious that many of 
the patients are up and even work in the field 
during the active disease. Some patients initially 
get fever with rigor or simply feeling of 
feverishness, vomiting, etc. The uncommon 
symptoms were blurring of vision, palpitation, 
choking sensation, dyspnea on exertion, pain & 
cramps in the limbs, photophobia, giddiness, etc. 
The course of the disease is typically benign and 
most of the cases recover completely within 4 to 8 
weeks. There is no relapse. All ages are affected, 
youngest case is if an infant (breast fed) and oldest 
over 60 years. 


Family History: Occurrence of several cases in 
the same family was another characteristic feature. 
Seventy-one out of 95 members (18 families) were 
affected (74%). The different members of the 
family came down more or less at the same time. 
The shape of the epidemic curve is suggestive of a 
single source type of outbreak. 


Physical Findings: 


any significant or 
physical examination. 


None of these cases showed 
consistent abnormality on 
Two cases had peripheral 
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constriction of the field of vision. Vision and 
fundoscopic findings were, however, normal. 
Average urine out-put range was 3,000 to 6,000 ml 
per day, with a matching fluid intake. 


Mortality: Three deaths reported so far. All were 
in a family of eight and only these three were 
affected. The reports came very late and _ post- 
mortem examination was out of question. 


Investigations: So far, we have failed to get 
consistent abnormality on routine laboratory 
investigations. The main exception is the specific 
gravity of urine, which is 1004 or below. Urine — 
chemically and microscopic normal. Culture for 
bacteria negative. Urea clearance test normal. 
Water deprivation and loading tests are without 
significant effect on the specific gravity of urine, so 
also cigarrate smoking and injection Pituitrin. X-ray 
skull N.A.D.; EKG N.A.D.; Blood sugar, Blood 
sugar curve N.A.D. Blood and urinary electrolytes, 
Na, K, Cl, CA, P, within normal. CSF N.A.D.. 
Blood & tissue cultures negative for cytopathogenic 
changes. No evidence of known virus infection. 


Treatment: Bed rest and hospital diet seem to do 
good. Vitamins, antibiotics, sulphas, Vit. B;, and 
some ayrvedic medicines, have not given better 
results. Change in the diet seems to be favourable 
for rapid recovery. 


Etiological Factor: According to the epidemio- 
logicl observations (causative agent) seems to be a 
toxin, probably organic, slowing acting or having 
cumulative effect or getting concentrated in the 
renal tubules while excretion. The source of the 
toxin or the poison is likely to be such that it is 
restricted to within the family’s immediate sphere 
and not involving even the neighbours next door. 
But in some unknown manner it gets disseminated 
or transmitted or produced at scattered but a well 
defined geographical area. 


Preliminary presentation of the investigations to the Members of Indian Public Health Association, at its 
monthly meeting, Department of Preventivé and Social Medicine, B.J. Medical College, Pune. 
(Two papers were published. See volume I, Part F — Epidemiology: 7 and 8 for final discovery.) 
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1. Public Health System in India with special reference to 
Schools of Public Health 


Preamble: I am happy person today because it 
seems that one of my old dreams is opening up with 
the National Consultation on “Institutes of Public 
Health in India: Moving from Concept to Reality”, 
I hope that this will be sustained and materialized. 
These two documents have been prepared on behalf 
of the Interdisciplinary School of Health Sciences, 
University of Pune, for the benefit of the 
participants and other concerned. The objective is 
facilitative to provide background of the difficult 
task ahead. It is necessary to be clear on the rough 
road and obstacles that lie ahead on the march. 


Historical: The School of Tropical Medicine was 
established in Calcutta in 1922. The objective was 
to provide for education and research in the clinical 
and epidemiological aspects of tropical diseases. 
The second very significant contribution was the 
establishment of the All India Institute of Hygiene 
and Public Health, also in Calcutta in 1932. The 
purpose was duel, (a) investigating methods of 
applying knowledge for protection to the 
community and (b) to train the health officers in the 
local settings rather than train them in England. By 
the eve of Independence, the Health Survey and 
Development Committee, popularly known as the 
Bhore Committee, had submitted its report. This 
classic report provided an almost revolutionary 
alternative and furnished a blueprint for a new 
approach to the health services in India. The 
national Government readily accepted the report as 
it was based on guidelines which were similar to 
those put forth by the National Planning Committee 
of the Indian National Congress in the thirties. 


Many important recommendations were 
made by the Bhore Committee for the education 
and training of public health specialists. It included 
strengthening of teaching of preventive medicine 
and public health at the medical colleges. It gave 
details for training in hygiene, preventive medicine, 
public health, etc. It stated that the teachers of 
hygiene should be members of the Public Health 
Department who are actively engaged in public 
health work or who were till recently so engaged. 
It continued to state that the officials in Public 
Health Department who are seconded to a teaching 
post should be so for a maximum period of five 
years at a time. The degree to which the Bhore 
Committee desired strengthening of teaching in 
public health was very ambitious. It envisaged that 
the future basic medical practitioner’s training in 


public health would be on par with that of the then 
current curriculum for the Diploma in Public Health 
at the All India Institute of Hygiene and Public 
Health at Calcutta. The Committee recommended 
that the course of training Public Health Specialists 
would extend for five to six years. 


Current Status: Actions were just opposite. The 
subject of hygiene and public health was dropped 
from the undergraduate medical curriculum. 
Departments of Preventive and Social Medicine 
have been the victims of neglect, assignment of 
lowest priority, low prestige, poor quality of staff, 
inadequate facilities such as transport, field practice 
areas, etc. The Departments and PSM staff stand 
fully insulated from the practice of public health 
and even of preventive medicine. Teaching of PSM 
and public health at the undergraduate level is very 
poor. Instead of obviating the need for a DPH 
course, the DPH course needs to cover topics that 
should have been effectively taught during the 
MBBS course. 


Over 60 of the Departments of Preventive 
and Social Medicine at the medical colleges in 
India have been recognized by the Medical Council 
of India for conducting a post-graduate course 
leading to M.D. degree in Preventive and Social 
Medicine. These Departments have totally failed in 
their mandate, i.e., preventive medicine becomes an 
integral part of the practice of clinical medicine. 
On their own, pediatricians’ practice immunization 
and obstetricians’ anti-natal care. 


A major blunder was the integration of 
medical and public health departments. The cadres 
were integrated. This resulted in a gradual, but 
substantial erosion of the discipline of public 
health. Public health is a much wider discipline. It 
can never be equated with the preventive and social 
medicine, community medicine, etc. Medical care 
is the part of public health. The converse is just 
illusion. Over three decades almost all the Heads of 
State Health Services and even the Director General 
of Health Services, Government of India, are 
neither qualified in public health nor have expertise 
in modern management techniques, science and art 
of planning, and delivery of health care in 
community settings. In brief, the public health 
system in India has become moribund. At best it 
can deliver only one service at a time; that too 
unsatisfactorily and at the cost of other services. 
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In effect, our so-called Health Services are 
really “Ill-health Services”. They provide poor 
quality medical services which even the poor 
villagers dislike. The preventive and promotive 
health services are given low priority and are totally 
eclipsed under the family planning now called 
Reproductive and child health. Over 240 medical 
colleges are opened in India during the last 55 
years. On the other hand, the only school of public 
health — the All India Institute of Hygiene and 
Public Health, Kolkata — has been fully neglected. 
Not that we lack resources. Even the BIMARU 
States have established five-star Post-Graduate 
Institutes of Medical Sciences and want to have 
more. The worse, the former Government of India 
has declared its populist policy to open six new All 
India Institutes of Medical Sciences. The paradox 
is (a) Study Group of ICSSR & ICMR in its famous 
report has recommended opening a chain of six 
Schools of Public Health in India, and (b) Approach 
Paper for 5" Five-Year-Plan reiterates the same. 


Public Health Training Institutions: Four 
Institutions in India can be legitimately considered 
as centres for training public health specialists. 
Below are brief descriptions of these centres. 


1. All India Institute of Hygiene & Public Health: 
This was established in Calcutta in 1832 with an 
objective of training public health officers locally in 
India in preference to training them in the UK. It is 
in a key position and has provided the country most 
of its public health specialists including the public 
health engineers. It has eleven multi-disciplinary 
departments and the urban and rural field practice 
areas at Chetla & Singur, respectively. It conducts 
several post-graduate degree and diploma courses. 
It has contributed significantly in health services 
research and many of the recommendations of the 
Bhore Committee were based on the early work 
done at this Institute. 


2. National Institute of Health & Family Welfare: 
This Institute was established by amalgamating 
National Institute of Health Administration and 
Education (NIHAE) and National Institute of 
Family Planning (HIFP). NIHAE which was 
established in 1962 was a unique institution. 
Through its Staff College Course it contributed 
significantly to the development of professionally 
competent Health Administrators. _NIHFW has 
taken a more comprehensive perspective to the 
practice of community health. It has several 
components of a school of public health. Apart 
from several orientation training programmes, it 
conducts a post-graduate course leading to M.D. in 
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It can be 
It has 


Health and Hospital Administration. 
upgraded in a School of Public Health. 
potential for health systems research. 


3. National Institute of Communicable Diseases: 
It was established by expanding the scope of the 
World famous Malaria Institute of India which was 
well known for its research and contribution to 
epidemiology and control of malaria. NICD is 
engaged in (a) research and _ training in 
communicable diseases, and (b) surveillance. 


4. School of Tropical Medicine: This was 
established in Calcutta in 1922. It has contributed 
significantly in clinical & epidemiological aspects 
of tropical diseases. It conducts post-graduate 
diploma course in Tropical Medicine and Hygiene. 


There are several other Institutions! and 
Centres in India which are devoted to one or the 
other aspect of research or training in public health 
components. 


Inevitable Needs: The very challenging task today 
is to strengthen the key leadership and managerial 
positions within the (Public) Health Services and 
within the various institutions for education, 
training and research in health. This is a 
fundamental prerequisite for the implementation of 
any strategy for providing Primary Health Care to 
the have-nots and the poor. For All. The leadership 
and public health specialists will have several 
critical roles to play. These include: 


1. Organizational, in harmonizing activities at 
community level with those of the health services 
in all its components, viz. (a) environmental and 
occupational health, (b) nutrition security, sanita- 
tion and hygiene, (c) empowerment of the people 
and Panchayati Raj Institutions, (d) social justice & 
equity, (e) education, employment & income gene- 
ration for the poor so that they live dignified life 
without any subsidy, (f) medical care for minor 
ailments and common diseases, (g) referral for 
hospital care, and superspecialist diagnostic and 
therapeutic support, (h) education and training of 
appropriate health manpower of various categories 
and at different levels, and (i) developmental 
planning and research. 

2. Epidemiological services and health systems 
research for community diagnosis, developing and 
testing innovations and alternative interventions for 
efficacy and wider application, monitoring and 
evaluation of ongoing programmes, etc. 

3. Managerial, to administer the huge & complex 
health organization, including meaningful and 


effective coordination with all developmental 
sectors. 
4. Technological, in developing appropriate, 


relevant and cost-effective interventions to solve 
the varied national, regional and local problems. 

5. Social, in ensuring community involvement 
and participation, and promoting self-reliance and 
initiative on the part of the people. Placing 
people’s health in their hands through 
decentralization and empowerment of Panchayati 
Raj System. 


Schools of Public Health: Establishing new 
Schools of Public Health with whatever title one 
desires to give them, and to maintain high standards 
and excellence in education and research, will be a 
right step in this direction. Even with high standard 
of primary public health services in the USA, the 
number of Schools of Public Health has increased 
from 10 to over 24 during the last 45 years. Many 
are of high repute in terms of the competence and 
proficiency of their alumni. The Study Group of 
the ICSSR/ICMR in its report entitled, “Health For 
All — An Alternative Strategy (1981) recommends 
establishment of a chain of schools of public health 
in India. This was endorsed in the approach paper 
for the 7" Plan. Report of the Working Group of 
the Planning Commission for the 7" Plan 
preparation, on Medical Education, Training & 
Manpower Planning (1984) provides the estimates 
for the number of public health administrators / 
managers from 9,600 to 10,750 by 2000 A.D. It is 
recommends establishment of new Institutions for 
training and careful assessment of training needs, 
and the qualitative requirements. ~et, ithe 
recommendation has remained in frozen state and 
even the 10" Plan is silent on this vital issue. 


References: 
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A Word of caution: Establishing Schools of Public 
Health or Public Health Institutes is only one of the 
necessary inputs; by itself this will not improve the 
poor health status in India. Concurrently, it is 
obligatory to take necessary steps to rejuvenate our 
moribund public health system.* There is need to 
revolutionize the public health system. What is 
Public Health System and what are its boundaries? 
System is an arrangement and set of inter- 
relationships among multiple components function- 
ing as a whole. Public health system is a social 
system consisting of mechanisms and organized 
efforts of a society or nation to protect, promote 
and restore the people’s health. Its three major 


components are: (a) Organizations such as 
Ministry, Department, Executive Directorate, 
Educational and Research institutions, Service 


Delivery institutions such as hospitals and health 
centres, etc. Different institutions have a mixed 
distribution and belong to either the governmental, 
public, corporate or private sector. (b) Management 
of all constituent organizations to make them 
function effectively and efficiently so as to achieve 
the aims and objectives of the system. Health 
management consists of systematic planning, 
programming, implementing, monitoring and 
evaluating, and redesigning and upgrading in order 
to meet the ever changing and dynamic health 
status and challenges and (c) The people for whose 
health and welfare the system exists and expected 
to work. Because of its unique characteristics and 
holistic nature, public health system also has 
inevitable interrelationship with other social, 
economic and political systems. All these items 
should be attended to and rectified for desired 
effect. 


1. Deodhar, N.S., History of Education and Training of Public Health Specialists in India, Indian Journal of Community Medicine, 


14: 66-69, April-June 1989. 


2. Deodhar, N.S., Twenty-first Century Public Health in the South-East Asia Region, in particular India, ICHI, New Delhi, 2002, 
(modification of the concept paper commissioned by WHO, SEA Region, New Delhi, as a follow-up activity to WHO Regional 
Conference on Public Health in South-East Asia in the 21" Century, Calcutta, November 1999.) 


Background paper circulated at the National Consultation on “Institutes of Public Health in India: Moving 


from Concept to Reality”, New Delhi, September 2002. 
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2 Comments on the Agenda of the Working Groups 
{National Consultation on “Institutes of Public Health in India: 
Moving from Concept to Reality”, New Delhi} 


Group discussion for 3'4 hours is certainly 
long, but the tasks are too demanding and critical to 
be justified in this one session. This is particularly 
true because we have almost nothing on the ground. 
With involvement of the foreigners and our habit of 
coping the West blindly, what may come out is 
unlikely to be relevant to India’s needs for training 


a public health specialist and manger. The basic 
foundations of public health are lacking in India 
and this fact cannot be ignored. It will be suicidal. 
Deliberations in this consultation should be relevant 
and realistic to the moribund state of public health 
system and education of public health specialists in 
India. This note reflects this view. See Table 1. 


Table 1: Fundaments for Health Status in the Western Countries and India 


Determinants of Health Western Countries 


. Safe and adequate water supply 

. Sanitary disposal of excreta 
and all wastes 

. Home & Occupation in 
pollution-free surroundings 


. Adequate food supply 

. Capacity to purchase food 

. Food and Personal Hygiene 
. Education 

. Social and Economic justice 
. Medical and allied services 


It is clear that in the West the fundamental 
needs for public health are provided and what 
remains in largely medical care. Naturally for the 
experts from those countries, priority is medical 
care (and they call this as health care). We have 
remained blind to this reality and the Governments 
are giving priority to medical care and neglecting 
even the basic public health services. The best 
evidence is that we have over 240 medical colleges 
and only one (neglected) School of Public Health 
established by the British. This is despite the 
recommendations: (a) Study Group of ICSSR and 
ICMR in its famous report has recommended 
opening a chain of six Schools of Public Health in 
India, and (b) Approach Paper for 7" Five-Year- 
Plan reiterates the same. 


The greatest danger is that the 
Departments of Preventive and Social Medicine are 
often considered as ‘Public health Centres”. This 
will be suicidal, especially if the teachers from the 
medical colleges with zero experience and training, 
are recruited to fill the Faculty positions in the 
Schools of Public Health proposed to be 


Universal 
Universal 


Good 
Excellent 
Excellent 

Good 

High level 
Ck: 
Present concern 


Poor 
Bad 


Dismal 
Not for the poor 
Poor 
Bad 
Low 
Poor 
Undue High priority 


established. At this stage there is no need to 
mention other problems. 


Our strengths are that (a) we are not 
required to import intelligence and (b) we have 
large number of labour, cheap and potentially good 
on training and guidance. If we take it seriously 
and honestly, and job can be definitely done well. 


1. Curriculum and Resources: x» With a very 
weak training of the undergraduate students, the 
curriculum will be loaded with matters that should 
have been covered earlier. There should not be any 
short-cuts such as orientation courses, workshops, 
etc. We should learn lesions from what happed to 
the Community Health Workers’ and Multipurpose 
Health Workers’ Schemes. What a mess Govern- 
ment of India and supreme centralized directives 
did very efficiently! 


% The basic formal course to train public health 
specialist should be of three years as it is for the 
postgraduate degree of M.D. in India. In the mean 
time, to improve the situation and make it 
conducive to public health, three months Staff 


164 


College Course should be organized. This should 
be essentially on the line the course which was run 
by the erstwhile National Institute of Health and 
Education, New Delhi. The Faculty should be 
hand-picked (by the experts and NOT following 
usual Government procedures). 


 Class-room teaching should be limited to 25% 
and the rest should be practice under expert 
supervision and guidance. Entire one or more 
districts should be the field practice area. Topics to 
be covered may be indicated, but this task should 
be left to the experts. Further, in view of the wide 
canvas of the multidisciplinary health sciences, and 
the very wide regional disparities and variations in 
the country, there should be no attempt for 
standardization and uniformity. Scope should be 
open for evolution. Only control needed is to 
ensure quality, efficacy, relevance, impact, and 
working with the system and not remaining in the 
ivory (academic and theory) towers. 


* Initially, concentration should be only on training 
the public health specialists. There should be no 
dilution because we have hardly any such real 
experts. Once we get at least a critical mass of the 
experts, building up of the infrastructure will be 
smooth and need-based, and ensuring capability to 
deliver the services to the grass-roots effectively 
and efficiently. We have ruined ourselves by 
taking the short cuts. 


% Mobilizing faculty will be highly demanding 
task as the good commodity is scarce. Initially, we 
shall have to seek for external help, but this should 
be at the highest level as was done by the erstwhile 
National Institute of Health and Education, New 
Delhi. Epidemiology is certainly one of such 
disciplines. 


# Issue of accreditation should be borne in mind 
from the start. It is the matter of quality assurance, 
leaving “will-do” attitude, etc. This will take time 
and no urgency. About the Medical Council of 
India (MCI), it must be made very clear that Public 
Health is no longer and was never a monopoly of 
medical profession, it is clearly multidisciplinary; 
in fact trans-disciplinary. In Pune, our school is 
under the science faculty. This is important. MCI 
may be involved, but cannot be the regulatory 
body. This has to be UGC, 


# Partnership will be desirable. But this should not 
lead to any kind of dependence, loss of freedom, 
distortion of priorities, & other ills of international 
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and external agencies. All terms should be ours, of 
course taking others into confidence. 


2. Research and Resources: * The problem of 
public health practice in India is not the lack of 
scientific and social knowledge and technology. 
The issues are: (a) failure of the use of available 
technology for the welfare of the people in the 
given settings and (b) poor & ineffective manage- 
ment. It is often said that we plan well but can’t 
implement. However, nothing is done about it. 
What we badly need is Health Services/System 
Research. This has to be an integral part of health 
services management/administration. This has to 
be the highest priority. At present we lack any 
meaningful activity in this area. 


% Secondly, at present our health planning is ad 
hoc and is without any grass-roots level data and 
information. Aggregate data at the National and 
State levels leads to gross misleading in planning 
procedure. Bottom-up planning is essentially on 
paper. Naturally, the programmes neither satisfy 
the local needs nor solve the problems in rural area. 
It is imperative that future research should be 
directed to generate adequate and decentralized 
data-base required for meaningful planning. 


# Thirdly, various programmes and projects focus 
on the method and procedures, and forget the 
objectives. Failures are recognized when the 
programmes come to and end and the issues are 
raised by the press and/or judiciary. Thus, there is 
need for periodic review and assessment of all the 
ongoing programmes and services to ensure desired 
impact. Even after decades of programme for 
prevention of nutritional anaemia in pregnant 
women, over 65 % of the women at the time of 
delivery are anaemic. This is just one of the several 
examples. This is certainly managerial research 
which is badly neglected. Almost all evaluations 
are done because of requirement of the external 
funding agencies. Even here, the evaluation reports 
gather dust without appropriate remedial measures. 


xt Epidemiological investigations and_ research 
should be the priority areas for the control of both 
communicable and non-communicable diseases. 
Once the basic policy and priorities are fixed, other 
items on the agenda are administrative issues for 
the manager. 


3. Governance Structure: # My experience at 
AITH&PH, Kolkata, was that despite my repeated 
proposals and pleas, the Union Ministry of Health, 
New Delhi, failed to depute even a single officer to 
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undergo DPH course; this was during entire period 
of five years of my Directorship. If there is no 
utilization and deployment of qualified public 
health experts by the Governments for management 
of health services, it will be futile to establish the 
proposed institutions. The Union and _ State 
Governments major responsibility is to commit to 
(a) promote public health as an_ essential 
requirement for health development, (b) recognize 
the leadership role of public health in formulating 
and implementing evidence-based healthy public 
policies, (c) creating supportive environment, (d) 
enhancing social responsibility by involving 
communities, (e) increasing the allocations of 
human and financial resources, (f) creating career 
structures at national, state and district levels by 
establishing a new cadre of Indian Health Service 
(IHS) on par with that of IAS, (g) policies to 
mandate competent background and_ relevant 
expertise for persons responsible for health. Thus, 
Directors and top level officers should qualify in 
public health and have good record of performance 
and leadership. 


% True autonomy is possible only when the 
Government means business. At present what we 
have are pseudo-autonomous bodies. The basic 
need is genuine willingness of the authorities. 
Secondly, the process of institutional building 
should ensure that the organization develops 
competence required for autonomous functioning. 
This has to be evolved over time. We should learn 
lesions from the functioning of the so-called 
‘deemed Universities’. There cannot be any 
politics as we have seen in IIMs. 


x Constitute teams of consultants consisting of 
renowned public health experts, private and public, 
epidemiologists and executive managers to advise 
the Institutes and the Governments. 


% Government should realize that true voluntary 
bodies are not subordinate to the Government. 
Supplementary and complementary roles of the two 
should be recognized. The need is to promote and 
develop meaningful partnership between 
Government and Voluntary Organizations to work 
in harmony, as a team with mutual respect. 
Incidentally, NGO is a bad term and many of them 
are opportunist (incompetent) and serving as agents 
of the Government (for money) and have no 
developmental agenda of their own. 


% Institutional linkages are possible only if 
necessary climate is created. When there is lack of 
mutual respect and recognition, when there is 
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suspicion about intentions, when the objectives are 
not clear, functional linkages are not possible. 
Secondly, this cannot rest on person-based, but 
need to be institutionalized. 


x Unfortunately, MLAs and other politicians 
interest in education are largely economic. As 
against medical education, there is no money in 
public health education. It is best to keep them 
away. It may be better to involve corporate sector 
in this endeavour. 


# Governing Body of the School of Public Health / 
Public Health Institution should function and be 
responsible on similar basis as in the case of Board 
of Directors of a Commercial Company. It should 
have about 5 % of ex-officio and other members 
representing the Government, and a mechanism to 
safe-guard public/community interests. It is too 
premature to enter into further details at this stage, 
and there are no_ ready-made systems and 
mechanisms. 


#t As OSD(I) in the Ministry of Health and Family 
Welfare, New Delhi, I prepared the Project Report 
for establishing North-Eastern Institute of Health 
and Medical Sciences, Shillong, Ministry of Health 
and Family Welfare, GOI, New Delhi, pp 183, 
January 1984. I am not in favour of ‘regional 
institutes’; these should be all national institutes. 
However, the Institute is now called ‘Indira Gandhi 
North-Eastern Regional Institute of Health and 
Medical Sciences’. Governing Board structure is 
different from what was recommended. Despite of 
all the non-compliance, this report has addressed 
most of the issues of governance raised for this 
Group’s discussion. 


% The most important stakeholders in these 
institutions will be the people, especially the have- 
not and the underprivileged people. This should 
not be lost sight of. The best persons to represent 
them will be (a) representatives from the Zilla 
Parishads and (b) social reformists and activists 
from the voluntary sector. Appropriate interests of 
all can be best dealt by any competent Governing 
Board. 


By the very nature of public health, these 
Institutes can never be expected to be self- 
sufficient. Medical Five-star Institutes like AIIMS, 
New Delhi, can become self-sufficient, if the ‘free’ 
treatment is stopped. None of such organizations 
managed by the Corporate Bodies run in loss. 
Their shares are gaining value. Full support by the 
Government for capital, revenue and development 
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up-dating will be obligatory, least they will be 
dead-wood as in the case of AIH&PH, Kolkata. 
With wrong planning and presumptions, 
Government of Maharashtra, has fully and 
successfully destroyed the World-reputed Haffkine 
Institute, Mumbai. Lessons are to be learnt. Once 
the new Institutes develop expertise and 
demonstrate proficiency, they can attract research 
funds and consultation contracts. Gesticulated 
capital cost for establishing modern School of 
Public Health of a quality comparable to that in the 
Developed World would be about Rs. Ten crores, 
and annual expenditure of about three crores and 
keeping pace with developments and inflation. 


% The major key challenges include: (a) to get 
Directors with fore- and insight, leadership 
qualities, etc., e.g., someone like Dr. B.B. Dikshit 
who established AIIMS, New Delhi, (b) to do away 
with the concept of ‘model’ and go for innovations 
and departure from the  beaten-tracts, (c) 
interference, inadequate financial and other 
supports, etc., from the Government, (d) securing 
and holding competent and experienced Faculty 
under eight to ten disciplines of health sciences, (e) 
failure of the Governments, the key and major users 
of the goods — public health experts, epidemio- 
logists — to employ and appropriately deploy them; 
and ensuring career development so as to attract 
and indoctrinate a stream of talented young 
candidates to accept public health as a career. 


# Real bottleneck will not be in NGO sector, but 
with the Governments. In old days before 
integration of medical and health services, all the 
Directors of Public Health and senior officer up to 
at district level were formally trained and qualified 
in Public Health. This was also true of the senior 
officers of the Railways, Port Trusts, etc. Today, 
for a few exceptions, all these positions are occu- 
pied by persons who are not fit for public health 
jobs. Things will settle once the Government 
makes its mind and acts appropriately. I have 
reasonable hope now since Dr. K. Srinath Reddy is 
given a major role to play in this Consultation. 


Only such persons, and we have only a few of 


them, can deliver goods and strengthen public 
health system and education, given full freedom. 
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4. Catalyzing Demand: All the public health 
management and training positions in the 
Governments and PRIs at the district and higher 
levels are to be manned by public health experts. 
The positions and other details are provided in the 
Report of the working Group on Medical 
Education, Training and Manpower Planning, VII 
Plan, Planning Commission, GOI, New Delhi, 
February 1984. Only fully trained and qualified 
persons should be recruited starting from the 
district level and other positions. For this the 
officers with proper aptitude from the junior scales 
should be selected and deputed for M.D. Public 
Health (M.D. courses in PSM and Community 
Medicine should be abolished). While the new 
Health Cadre is being established from the bottom, 
the senior officers currently in position should 
undergo Staff College Course of duration of not 
less than three months. This is rather slow but the 
sure and sustained way of building-up; and will not 
be counterproductive. 


# Trans- and multidisciplinary nature of public 
health discipline should not be lost sight of and the 
Health Cadre should be open to all and not 
restricted to the medical graduates. 


# A major challenge will be unwillingness of most 
of the clinicians to take up training and senior 
positions in public health specialities. Many of 
them may not be otherwise suitable. This issue can 
be easily sorted out by structural change by 
separating the Medical and Public Health Services 
as it was in the past. Medical services should 
include all curative medical care at the district and 
higher levels; in modern terminology the secondary 
and tertiary health care. Public Health will include 
all aspects of primary health care and intersectoral 
health development. 


#z Operational details are obviously beyond the 
scope of this consultation. Follow-up actions are 
essential on a Mission-mode. For this highly 


_ empowered Expert Group consisting of five to eight 


renowned public health experts, epidemiologists 
and executive managers of high caliber should be 
nominated. Quality and relevance of education 
should be assured. Good faculty has to be invited. 


National Consultation on “Institutes of Public Health in India: Moving from Concept to Reality”, New 
Delhi, September 2002. Invited by Dr. Bhushan Patwardhan, Director, School of Health Sciences, Pune. 
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3. DRAFT STRUCTURE AND CURRICULUM FOR MPH COURSE 
AT INTERDISCIPLINARY SCHOOL OF HEALTH SCIENCES, 
UNIVERSITY OF PUNE, PUNE 


Preamble: The University Grants Commission, 
New Delhi, has approved instituting a new 
innovative course leading to MPH (Masters in 
Public Health) at the Interdisciplinary School of 
Health Sciences, University of Pune. It is well 
known that the basic weaknesses and failures of 
Health Services Administration in India lie in: (a) 
general apathy and lack of interest in public health 
and preventive medicine in general population, 
administrators and politicians, (b) lack of insights 
in public health and primary health care; failure to 
recognize poverty as a root cause of most of 
disease, (c) failure in timely recognition and 
thorough understanding of the public health 
problems, (d) want of designing feasible solutions 
and plans, testing them for efficacy and wider 
application under diverse situations and constraints, 
and (e) mediocre management of health services, 
lack of equity, etc. 


In view of this, primary strategy of this 
training course will be to provide for diagnosis 
(community diagnosis and situation analysis) and 
treatment (designing interventions) for the solution 
of the problems and managing them efficiently to 
have desired impact). Emphasis will be on 
developing competence in epidemiology, health 
systems research, working with the people, and 
management sciences. Stress will be on attitude 
and confidence building learning, by self-learning 
by doing, hands-on training, assignments and 
residency. Societal and behavioural aspects of 
health will be a priority. 


The aim of the proposed course of training 
is to ensure that after successfully undergoing the 
course, the alumni will be competent to manage all 
aspects of health services to the people and ensure 
that all the functions of public health services are 
provided at all times, viz. (1) Control and 
prevention of common communicable and non- 
communicable diseases. ‘Freedom from epide- 
mics’, environmental health and healthy lifestyle 
should be the integral components of this activity. 
(2) Reduction of mortality, morbidity and 
disability. This activity involves development of 
multi-disciplinary and multi-level health manpower 
and organizations. (3) Information, education and 
communication (IEC) effort to empower the people 
to become self-reliant in matters of health. The 


main objective is to encourage and promote 
lifestyles which are conducive to better health. (4) 
Equitable improvement of health and well-being, 
(5) Research directed to identify and solve health 
and associated problems and ensuring progress. 
This involves health systems research for optimum 
use of available knowledge and technology for 
welfare and better quality of life of the people. (6) 
Providing advocacy and securing community 
participation, and collaboration and cooperation of 
Governmental and other developmental sectors. (7) 
Securing and providing adequate resources — 
finance, manpower, materials and strong public 
support. (8) Dictum in public health is ‘what is 
important is not what has been achieved, but what 
remains to be done’. (9) Key to success is ability 
and willingness to go out of beaten path, do away 
with status-co. 


Eligibility: Graduate degree in life sciences, 
dentistry, nursing, pharmacology, nutrition and 
dietetics, anthropology, sociology, psychology, 
microbiology, veterinary science, medicine and 
surgery, Ayurveda, homeopathy, etc., or as 
considered in individual case. 


Objectives: 


Ie To train public health experts and 
epidemiologists having knowledge, learning ability, 
technology, leadership qualities, and management 
skills. This should enable them (a) to take task of 
comprehensive health development of the 
community and ensure better quality of life and (b) 
to be good advocates for launching public health 
movement. 

23 To integrate social and cultural factors and 
determinants into the practice of public health; to 
promote equity and social justice in health delivery; 
and to develop innovative and _ alternative 
approaches to meet the varying local needs of 
common people/villagers. 

3. To encourage health 
research as an _ integral 
administration/management. This should lead to 
improved _ cost-effectiveness and promote 
application of the scientific and technology 
advances for the benefit of the people. 

4. To promote development of diagnostics, 
biomedical, laboratory and other support services 


services/systems 
part of health 
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required for health promotion, and disease and 
disability prevention. 

2" To evolve public health speciality as a 
discipline, as against medical care, in Indian 
Universities. This should lead to training of 
adequate number of public health specialists and 
researchers required for health promotion and 
management of health services. 


Courses and Credits: 


MPH programme is two-year full-time 
course consisting of four semesters. Student needs 
to complete 100 credits in order to obtain the 
Masters Degree, subject to approval of the 
dissertation on a public health issue. Out of these 


Curriculum: 
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7S credits are compulsory from the core courses 
offered by the School. The students have open 
option of selecting the rest of 25 credits while the 
remaining 25 credits can be taken from other post- 
graduate courses of the University of Pune, in any 
other subjects that the student may consider 
necessary for his/her career development, etc. This 
component of 25 per cent of the credits can be 
effectively used to expose the MPH students in 
selected public health super-specialities such as 
epidemiology, RCH (MCH), Health Management, 
Public Nutrition, Communicable Disease Control, 


Immunization, Non-Communicable Disease 
Control, Occupational/Industrial Health, 
Counselling (IEC/CBC), Health Economics, 


Biometry, Public Health Laboratory Sciences, etc. 


Semester I — (All are core courses, 26 credits, and are compulsory) 


MPH 1.01 Public Health Concepts: Health, Disease, Medicine, Social 

Medicine, Community, and Issues 2 credits 30 hr 
MPH 1.02 Human Biology, Defense Mechanisms, Behaviour, lifestyle 3 credits 45 hr 
MPH 1.03 Public Health System and its Boundaries, Health Organizations beredity “TS hr 
MPH 1.04 Panchayati Raj Institutions, Nagarpalikas & people, field study 2 credits 30 hr 
MPH 1.05 Demography and Measurement of Health 2 credits 30 hr 
MPH 1.06 Principles of Biostatistics, quality and understanding data 2 credits 30 hr 
MPH 1.07 Statistical Analysis: pit-falls, presentation and interpretation 

of data, utilization in decision making, Computer laboratory 3 credits 45 hr 
MPH 1.08 Fundaments and uses of Epidemiology 3 credits 45 hr 
MPH 1.09 Epidemiological methods, study designs, etc. 3 credits 45 hr 
MPH 1.10 Delivery and utilization of Health Services, urban and rural, 

Access, Coverage, Quality, Perception, field work & studies 5 credits 75 hr 
(Each student is required to prepare, present and submit a review paper during the term) 
Semester IT —(MPH 2.01 to 2.09 are core courses, 21 credits, and are compulsory) 
MPH 2.01 Principles of Human Nutrition lsgredit...15. br 
MPH 2.02 Nutritional Assessment, individual and community 3 credits 45 hr 
MPH 2.03- Nutrition Interventions in Health and Disease l credit 15 hr 
MPH 2.04 Introduction to pathogens and other health hazards Tveredit, -i3yhr 
MPH 2.05 Environmental Health 2 credits 30 hr 
MPH 2.06 Infectious Diseases and their Epidemiology 3 credits 45 hr 
MPH 2.07 Basic Immunology and Immunization for prevention 2 credits 30 hr 
MPH 2.08 Scientific Research Methods and Tools and field work 4 credits 60 hr 
MPH 2.09 Health System/Services, Operations Research, field work 4 credits 60 hr 
MPH 2.10 Community Nutrition (optional) 2 credits 30 hr 
MPH 2.11 Occupational Health (optional) 2 credit 30 hr 
(Each student is required to prepare, present and submit a review paper during the term) 
Semester IIT —(MPH 3.01 to 3.09 are core courses, 18 credits, and are compulsory) 
MPH 3.01 Non-Communicable Diseases and their Epidemiology 3 credits 45 hr 
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MPH 3.02 
MPH 3.03 


Mental Health 
Infectious Diseases, Control and Prevention, Programmes 


MPH 3.04 Non-Infectious Diseases, Control and Prevention, Programmes 
MPH 3.05 Primary Health Care Approach and Basic Health Services 
MPH 3.06 Reproductive Health 

MPH 3.07 Child Development and Health, Genetics 

MPH 3.08 Ageing gracefully 

MPH 3.09 Community Participation and role of voluntary organizations 
MPH 3.10 Gender Issues (optional) 

MPH 3.11 Adolescence Health (optional) 


Semester IV —(MPH 4.01 to 4.04 are core courses, 10 credits, and are compulsory) 


MPH 4.01 


MPH 4.02 


MPH 4.03 
MPH 4.04 
MPH 4.05 
MPH 4.06 


Principles and Techniques of Management, Planning, Strategy, 
Programming, Implementation, Supportive Supervision, 
Reviews, Mid-term corrections, Evaluation, Lessons for 
subsequent Plans and Programmes 

Management of Health Services at various levels, 

Evaluation, Class and Field assignments 

Disaster/Epidemic Management 

Health Status, Behaviour and Lifestyles 

International Health, Issues in Globalization 

Information, Education, Communication for 
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l credit 15 hr 
Scredits 75 hr 
3 credits 45 hr 
2 credits, 30 hr 


1 credit 15 hr 
l credit 15 hr 
l credit 15 hr 
l credit 15 hr 
l credit 15 hr 
2credit 30hr 
l credit 15 hr 


5 credits, 75 hr 
2 credits, 30 hr 
1 credit ’ 15 hr 
l credit 15 hr 


Promoting healthy lifestyles, behavioural change (optional) 


MPH 4.07 
MPH 4.08 
MPH 4.09 
MPH 4.10 
MPH 4.11 


Health Counselling (optional) 
Health Economics (optional) 


Dissertation: Submission of dissertation is one of 
the pre-requisites of final examination. 


It is necessary to select a suitable topic for 
working on and writing a dissertation. This 
selection has to be done during the first semester 
and got approved from the School Authorities. 
Dissertation draft should be presented to the fellow 
students and faculty, during the first month of the 
IV semester. The final version of the dissertation, 
duly attested by the teacher assigned, should be 
submitted for assessment at least two months before 
the first day of starting the final University 
Examination for MPH. No formal credits are 
provided for the dissertation. It is a tool for 
application and self-learning. 


Learning objectives: 


On completion of training, the successful 
candidate should be able to shoulder responsibility 
for the following 20 tasks. Of these, he/she should 
have mastery in at least 10 to 15 topics. 


1. To understand and develop insight about the 
constituents of health system, their roles, control, 


Advanced Research and Field Studies (optional) 
Assignments in Health Services Organization (optional) 
Development of Research Proposal & writing Report (optional) 


2 credits 30 hr 
2 credits 15 hr 
2 credits, 30 hr 
4credits 60 hr 
5 credits 75 hr 
3 credits 45 hr 


inter-relationships, interactions, 
strengths, etc., within health system. 
2. To be competent in community diagnosis and 
situation analysis. 

3. To interpret, conclude and have clarity of what is 
wrong (problem), developing insight into the 
reasons thereof, and how to go about it. 

4. To imagine (ideas), design, and develop 
interventions for the solution of the problems. 

5. To test efficacy and feasibility of the 
interventions, and get confirmed their wider 
application in various heterogeneous and diverse 
socio-economic, geographical and other situations 
of the areas and the people. 

6. To translate successfully the tested interventions 
into area- and community-specific public health 
programmes. This involves mobilization and 
provision of all kinds of resources, and preparation 
of the organization and the people. 

7. To be able and proficient in managing public 
health and related programmes efficiently and to 
have desired impact. Emphasis will be on 
developing competence in practice of epidemiology 
and working with the people 

8. To develop expertise in basic theory and 
principles of management sciences and processes. 


weaknesses, 
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To apply modern management techniques in 
delivering health services. 

9. To develop willingness to change, mindset for 
decentralization and placing people’s health in their 
hands, etc. 

10. To play advocacy role for ensuring inter-sector 
coordination and collaboration in the process of 
sustained and comprehensive health development. 
11. To have insights into the control and prevention 
communicable and non-communicable diseases. 
To be prepared for taking-up innovations and 
alternate approaches. 

12. To have clarity about the environmental health 
issues and lifestyle factors as the basic determinants 
and integral components of the public health 
programme activities. 

13. To gather reliable and timely good data on 
mortality, morbidity, disability and other health 
indicators. To get these data verified for quality 
and goodness, analyzed, presented, interpreted, 
especially for decision making and designing 
programmes for improvement. 

14. To develop multi-disciplinary team of experts 
and = multi-level health manpower and 
organizational supports such as various kinds of 
institutions and organizations. 

15. To bring about behaviour change of the people 
through IEC, IBC and other tools in order to 
encourage and promote lifestyles which are condu- 
cive to better health and improved quality of life. 
16. To develop insights to empower people to 
become self-reliant in matters of health. 

17. To conduct/promote research directed to 
identify and solve health and associated problems, 
and make health systems research as an integral 
part of health management and administration with 
an objective of ensuring optimum use of available 
knowledge and technology for better quality of life 
of the people. 

18. To provide advocacy and securing community 
participation, and collaboration and cooperation of 
all Government developmental sectors and 
voluntary organizations. In this endeavour, social, 
political and economic barriers to health need to be 
addressed actively. 

19. To be able to secure, mobilize and provide 
adequate resources — finance, manpower, materials 
and strong public support. 

20. To realize the need for consultation and expert 
advice, and have multidisciplinary panel of experts 
in the process of policy formulation, planning, 
strategies, programming, monitoring, evaluation, 
research, etc., on regular basis. 


Lys 


Methodology of Training: 


Public health is essentially multi- and 
trans-disciplinary. It is both an art and applied 


science. It can only be learnt by its practice in 
community settings and that too in diverse 
topographical, socio-cultural = and political 


situations. Class-room can help only to prepare for 
field work, but can never be a substitute for 
situation-based learning. With this characteristic, 
the training course leading to MPH will be a 
pioneering tripartite collaborative endeavour, first 
of its kind, of the Interdisciplinary School of Health 
Sciences, Directorate of Health Services (including 
Pune and Pipri-Cinchwad Municipal Corporations), 
and other collaborative organizations/institutions 
such as Yeshwanttrao Chavan Institute of 
Developmental Administration, BAIF Research 
Foundation, etc. 


This collaboration has another important 
aspect, 1.e., policy of the University of Pune to 
bring together educating manpower and 
organizations utilizing trained personnel. Such 
collaboration is already in practice with some of the 
Industries in Pune. The current traditional DPH 
course is conducted in class-room and_ provides 
theoretical knowledge. This unique collaboration 
will effectively rectify these limitations.  Post- 
graduate training should prepare the candidates for 
the future tasks. It is in this regard, apart from 
developing leadership and management. skills, 
participation of Yeshwanttrao Chavan Institute of 
Developmental Administration, Pune, will focus on 
developmental administration and lessons of 
working with Zilla Parishads, Nagarpalikas and 
grass-roots as Panchayats and Gramsabhas. 


Faculty: With this kind of innovations, apart from 
the Faculty members of the School of Health 
Sciences, much larger  guest/visiting faculty 
consisting of professional and other experts in 
various health sciences, Senior Health Officers of 
Directorate of Public Health, Govt. of Maharashtra, 
and selected experts from other organizations and 
institutions will be involved actively. 


Further Preparatory Needs and Work: 
1. Meetings officials of Directorate of Health 
Services and Government of Maharashtra, and 


necessary agreements and MoU, etc. 
2. Hour-wise (teaching units) list of lecture topics, 


171 


practical work, field visit/work, etc., has to be 
detailed for each of the courses specified in the 
draft curriculum. 


3. Break-down syllabus by day and weeks with a 
mix of lectures, practical, etc., for each semester so 
as to ensure that the subjects and topics are 
arranged systematically to build the base to learn 
and understand subsequent subjects and topics. 


4. Identify and confirm teachers/instructors /super- 
visors/preceptors for each of the items of break- 
down syllabus. It is desirable to have pre- 
determined alternative arrangements. 


5. Identify, select and prepare places for field visits, 
work, assignments, etc., together with the resource 
person, local contacts and helping teams. Transport 
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and accommodation will have to be looked into and 
arranged in advance. 


6. Preparation of weekly time-tables for teaching 
for each semester. 

7. Mobilizing necessary teaching aids and 
materials, books, references, etc. 


8. Building and strengthening the core of senior 
faculty in various sub-specialities in health 
sciences. 


Financial Considerations: 
Resource mobilization, Grants, Advertise- 


ment for National Competitive test and selection, 
Consultation, Fee structure, etc. 


Prepared for Faculty Meeting of School of Health Sciences, University of Pune, 8"" September 2005. 
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4. REVIEW AND REVISION OF POSTGRADUATE EDUCATION 
IN HEALTH AND MANAGEMENT, HEALTH 
AND RELATED SCIENCES 


Introduction: In spite of impressive progress 
during the last three decades, the health and 
demographic status of India is still our serious and 
urgent concern. This is reflected in the statement of 
National Health Policy which strongly indicts many 
aspects of health care delivery and system as 
operating over three decades. 


Lop-sided development of hospital-based 
medical services has been one of the major factors 
responsible for our failure in providing 
comprehensive primary health care services to the 
entire population. As a result of undue emphasis on 
curative approach, the preventive, promotive, 
public health and rehabilitative aspects of health 
care services have received a much lower priority in 
“health” development in India. This was despite 
their obvious overriding importance. 


Leadership crisis has been a major 
weakness of the health services organization. 
Strengthening of the key professional leadership 
positions within the health services, the educational 
and training institutions, and research centres, is 
essential to rectify the present situation. 


In this endeavour, health professionals 
have to play a major role in shaping of the health 
services system of the country. The major tasks 
are: administration of health services, provision of 
services to deal with the current and emergent 
health problems, provision of education and 
training of all categories of health manpower, and 
provision of supportive expertise for planning, 
evaluation and research. Our immediate concern in 
the present exercise is about two types of health 
professionals, viz. (a) professionals who are mainly 
line functionaries and who play major managerial 
roles, and (b) professionals who are public health 
specialists at higher levels of health organization. 
To these one may add the teachers and trainers for 
training these key professionals; and the experts in 
planning, evaluation and research. 


Situation Analysis: Health Administrators — Most 
of the Central, State and district level medical 
officers who are responsible for administration and 
management of health services or health program- 
mes, do not have relevant educational qualification 
or training in public administration & management 
sciences. Public Health Specialists — Reports and 


surveys on health manpower show that we do not 


have required number of public health specialists 
who are academically qualified or formerly trained. 
As for the quality, it is our serious concern. We do 
not have health professionals like epidemiologists, 
social scientists, anthropologists, health econo- 
mists, biostatisticians, environmentalists, etc., in 
adequate numbers and proficiency. 


Estimated Requirements: At the average rate of 
ten health administrators per State and Union 
Territory, we need 300 of them. In addition, 
requirement at the Centre and districts will be about 
50 and 1,200, respectively. This totals to about 
1,550. 


All the officers in charge of the national 
and State health programmes, and one of the 
officers at district level should be public health 
specialist. Further, at least 1/3 of the line health 
administrators mentioned above should have 
undergone a degree course in public health. This 
works out to be 150+10+600+100 = 860. 


The above estimates do not include the 
categories of teachers, planners and researchers. 
Also not included are the requirements of the other 
departments like railways, armed forces, industries, 
municipalities and corporations, private sector, etc. 
This number will be quite high. 


Educational Facilities: Only a limited number of 
institutions like NIHFW, New Delhi, and IIHMR, 
Jaipur, offer degrees in health management/ 
administration. There are some other institutions 
such as TISS, Bombay; and ITHM, Pachod, offer 
short term refresher courses in health management. 
Professional organizations like ISHA and FRHS 
also conduct short courses in management. Intake 
for the courses is very limited in relation to the 
requirements. 


Our facility for training public health 
specialists is limited to only one institution, All 
India Institute of Hygiene and Public Health, 
Calcutta. This is not in good shape. Many medical 
colleges do run courses leading to M.D. in 
PSM/SPM/Community Health/Community Health, 
and D.P.H. However, these departments are poorly 
staffed and do not have even the basic facilities for 
training public health specialists. Standards are 
poor except couple of selected places. Admission 
to these courses is limited. 
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Appropriateness: Management courses are of two 
categories, hospital management and health mana- 
gement. Hospital management courses/training is 
organized with limited or broader objectives and 
very a great deal in regard to the period. On the 
whole, most of the courses are satisfactory, except 
that there is scope for uniform standard & specifi- 
cations in regard to the minimum requirements of 
faculty, space, training facilities, etc. 


Health management courses show much 
wider variations in the curricula, methodology, etc. 
The courses do not necessarily meet the 
requirements of a professional manager and a 
public administrator. Co-ordination and restruc- 
tureing is essential to enhance utility. 


The current education and training courses 
in public health are out-dated and inappropriate to 
the present day and future requirements. DPH 
course combined public health and administration 
topics. It was appropriate in old days when major 
functions of the health services were limited to the 
control of epidemics of smallpox, plague and 
cholera. Health departments were also quite small 
and rural health services were almost non-existent. 
But now in drastically changed situation, this 
course has become absolute. DPH has lost its 
purpose & utility. 


As regards M.D. courses, although 
nomenclature differs, syllabi are more-or-less 
comparable for PSM or community medicine, etc. 
The training is being imparted in the medical 
colleges with its small departments of preventive 
and social medicine or community medicine which 
receive lowest rank with regard to staff, space, 
equipment, transport and other facilities, budget 
and prestige. They lack in required inter- 
disciplinary public health research and_ public 
health practice. Teaching remains within the 
narrow confines of the medical sciences when it 
should be thoroughly interdisciplinary. Public 
health is equated to PSM or Community Medicine, 
and is considered to be a minor part of medicine. 
Use of the term public health has virtually become 
a taboo. This is a tragically harmful reversal of the 
truth, for medicine is indeed a minor part of public 
health. In effect, these postgraduates are unable to 
function as public health specialists or in other roles 
like of epidemiologists. 


Prescription: In 1081, ICMR/ICSSR Joint Study 
Group in its Report, “Health For All: Alternative 
Strategy for Primary Health Care”, recommended 
that a chain of post-graduate institutions in public 
health (Schools of Public Health as in USA) should 
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be established on a regional basis. This was also 
mentioned in the approach paper for the VI Five- 
Year-Plan. But nothing has happened so far. 


A joint meeting of the major agencies 
involved in health manpower development was 
convened in Delhi at the National Institute of 
Health and Family Welfare on the 20" and 21" 
November 1993. A copy of the minutes is enclosed 
as ready reference. Major recommendations of this 
group were as follows: 


1. The present courses leading to D.P.H. should be 
discontinued. A new post-graduate course leading 
to Diploma in Health Management, DHM, should 
be started. 

2. The current post-graduate degree courses in 
PSM/SPM/Community Medicine, Health Adminis- 
tration, etc., should be reviewed and replaced with a 
comprehensive course leading to M./D. in Health 
Sciences. There may be provision for honours in 
epidemiology, IEC, MCH, FW, biometry, etc. 

3. Working Groups should be constituted to draft 
curricula, minimum requirements for educational 
institutions to qualify for conducting education for 
D.H.M, and M.D. (Health Sciences). 

4. A national seminar/workshop should be 
organized for wider consideration so as to ensure 
smooth implementation. 


In light of these recommendations, two 
directional activities are called for - (a) To specify 
requirements to be fulfilled and the facilities to be 
provided by and educational or training institution, 
before it is recognized as an approved place for 
imparting education and/or training in the proposed 
management and public health courses. (b) Review 
of the syllabi and curricula currently in vogue, and 
draft fresh syllabus/curriculum for a Diploma in 
Health Management (D.H.M.), and for M.D. 
(Health). (c) Policy and administrative decisions to 
abolish the existing D.P.H., and M.D. (PSM) and 
allied topics like Community Medicine, Health 
Administration, etc., and introduction of DHM and 
MD (Health) with or without sub-branches. The 
first two of these activities are deliberated in this 
exercise. The third has to be taken by the Medical 
Council of India. 


Management Institutions and Centres: These 
are involved in training in health management 
/administration and have come up during the last 
decade or so, e.g., (1) National Institute of Health 
and Family Welfare, New Delhi. (2) Indian Institute 
of Health Management Research, Jaipur. (3) Indian 
Institute of Management, Bangalore. (4) Tata 
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School of Social Sciences, Bombay. There are 
many places where training is imparted in hospital 
management. These are not considered in the 
present exercise. 


Public Health Institutions: There is only one, i.e., 
All India Institute of Hygiene and Public Health, 
Calcutta. Term Public Health Institute clearly 
exclude departments of preventive, social or 
community medicine which are part of, and 
subordinate to the medical colleges or even the 
post-graduate institutions. Such schools should be 
established within a university setting. Institutions 
like NIHFW or State Training Centres, working 
under health ministries or departments tend to run 


vocational training programmes rather than 
academic courses and supportive research. 
Requirements of the Institutes/Centres: The 


scope of the requirements may be considered under 
the following heads - (a) Buildings: 
Administrative, Teaching, Library, Laboratories, 
Research, Field, Hostel, Staff Quarters, Guest 
House, etc. (b) Equipment, transport, materials and 
supplies, etc. (c) Staff: Teaching Faculty — this 
should cover all the disciplines related to 
management/public health, both qualitatively and 
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quantitatively; Administrative and supportive staff: 
Research and technical personnel; Field; House- 
keeping; Security; etc. (d) Field Practice facilities 
& arrangements. (e) Amenities: Water, Sewerage, 
Disposal of wastes, Electricity, Recreation, Play 
ground, etc. These and other points should be 
discussed; and specifically and separately laid 
down for institutions to be approved for conducting 
management and health courses. 


The key basic sciences in public health are 
— epidemiology; biostatistics; social sciences 
including economics and politics, anthropology, 
sociology, LE.C., etc.; and natural sciences like 
human biology, microbiology, virology, Prozoo- 
logy, immunology, toxicology; Research 
Methodology, etc. 


The key areas in management and 
administration are — Policy formulation, Planning 
and Programming, Implementation, Monitoring and 
evaluation, M.I.S., Research and development, Man 
and Material management, Financing including 
budgeting and expenditure control, Staff 
development, Community involvement and 
participation, Resource mobilization, etc. 


-—_eee—— Eee 


Background paper for three follow-up workshops held by NIHFW, New Delhi, Viz. (1) National Workshop on Restructuring of 
Education and Training in Public Health Management, 22-24 November, 1995, (2) National Workshop on Restructuring of Education 
and Training in Public Health Management for Residents and Postgraduates, 24-26 July, 1996, and (3) National Workshop on 
Restructuring of Education and Training in Public Health Management for Senior Health Administrators, 29-30 August, 1996. ISHA 
and NIHFW Joint Meeting on Public Health Education, on 20-21 November, 1993 was chaired by Dr. A.K. Mukherjee, DGHS, Gol. 
Also, forwarded for the Academic Advisory Council of Public Health Foundation of India, New Delhi, 8" April 2007. 
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iF LIFESTYLE AND HEALTH PROMOTION 


About Health: Health has been accepted world- 
wide as one of the fundamental human rights. 
However, health cannot be given or distributed; it 
has to be acquired actively and sustained. To 
acquire, preserve and promote health individually 
or collectively, and know the ways of preventing 
and handling diseases satisfactorily, it is necessary 
to understand the basic facts about health and 
disease. Equipped with such knowledge and 
understanding, we can take care of our health, 
prevent disease and live happily. 


The World Health Organization defines 
‘health’ as a state of complete physical, mental and 
social well-being and not merely an absence of 
disease or infirmity. But the meaning of health can 
be understood better by considering health as a 
state of equilibrium or harmony between man and 
his physical, chemical, biological, emotional and 
social environment, compatible with full functional 
activity of the person. Another way is to regard 
health as a state characterized by physical fitness, 
ability to discharge various social and community 
duties; ability to deal with physical, biological and 
social stress; a feeling of well-being and 
contentment, and freedom from the risk of disease 
and untimely death. Of late, the spiritual aspects of 
health are also gaining support which they rightly 
deserve. Thus, everything in life influences health 
status, both individual and collective. 


Anatomical, physiological and metabolic, 
emotional and intellectual mechanisms, processes 
and activities constitute the internal environment 
within the body of man. Various health and medical 
sciences help us to understand our internal 
environment. Homeostasis means the natural 
dynamic equilibrium of the body. Influence of mind 
on the body is considerable. Yet our knowledge of 
interplay between the body and mind, and spiritual 
being is very limited. Man’s internal environment 
is constantly under the influence of the external 
forces of nature. Everything that surrounds man is 
one’s external environment. Sciences like ecology, 
biology, meteorology, sanitation, environmental 
engineering, sociology, anthropology, etc., furnish 
complementary knowledge for obtaining the total 
picture of man as a part of Nature. Since both the 
external and internal conditions change constantly, 
health is not a static but a dynamic state. It is also 
relative with reference to the state of affairs in the 
surroundings. A person can be healthier (or more 
ill) than another person, or than in the past. Finally, 


the state of health is not absolute. We can be 
healthier than what we are, at a particular time. This 
is the concept of positive health. Whenever health 
is promoted to a positive level, a little departure 
from or laxity regarding the usual rules of health 
may not adversely affect or upset the stable balance 
established. One may be said to have developed a 
strong non-specific immunity or protection against 
things which are ordinarily harmful. 


There are many things that are harmful to 
health. These may be the disease- producing 
(pathogenic) micro-organisms, insects like 
mosquitoes that transmit diseases, animals that bite 
and otherwise transfer their infections to man, 
physical conditions like high or very low 
temperatures or humidity, harmful chemicals such 
as fumes from chemical factories and automobiles, 
and effluents from the industrial wastes, etc. For 
maintaining or promoting health, and for prevention 
of disease, it is important to understand the 
dynamic interrelationship between man, _his 
surroundings, and the harmful agents or factors. 


Understanding Disease: ‘Disease’ has been 
defined as a state which limits life in its power, 
duration or happiness. Disease is easy to 
understand. It is a departure from a state of health 
because one is out of the ecological or natural 
balance. In disease, there is physiological and/or 
psychological dysfunction of the body. Illness is a 
subjective state of a person who feels aware of not 
being well. Sickness, on the other hand, is a state 
of social dysfunction, 1.e., a role that the individual 
assumes when ill. On many occasions, illness is 
mild and cannot be detected by available means of 
investigation and diagnosis; as such it cannot be 
labeled as a particular disease. Specific diseases 
are generally diagnosed only when they produce 
significant changes in the internal environment of 
man with or without leading to some symptoms like 
pain, fever, weakness, etc. In such cases deviation 
from health may be wide and the physical, mental, 
economic and social effects brought by the disease 
process have already made deep impressions on the 
affected individual and family. However, it is 
interesting to note that in many cases, the changes 
brought about by the disease process are not 
noteworthy enough to produce symptoms. Natural- 
ly such a state of sub-clinical or minimal disease 
cannot be easily recognized. With the modern 
advances of medical sciences & techno-logy, more 
and more diseases can now be diagnosed as a 
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deviation from health long before the disease has 
produced any noticeable effects on the person. 


State of disease is the effect of interactions 
between a person (Host), Environment and_ the 


180 


harmful Agent. Epidemiological triad is shown in 
diagram I. Prevention of disease is inevitable for 
maintenance of health. This can be done only by 
study and management of the relevant aspects of 
the host, agent and environmental causes of disease. 


Diagram I: Classical epidemiological triad 


Agent 


Environment 


The most important element in disease is the 
body and mind, and not the germ or other external 
factor. The body is a self-regulatory, self-healing 
and self-cleansing wonder. We are all constantly 
exposed to the disease-producing agent or factor, 
but only few catch the disease. Our lifestyle often 
makes our body susceptible. The state of mind 
likewise changes the state of the body through the 
central nervous, endocrine and immune systems. 


Health and disease have no_ separate 
existence of their own; they are names given to 
states or conditions of living things. In expressions 
like ‘healthy baby’ or ‘diseased plant’, the terms 


‘healthy’ or ‘diseased’ merely describe states just as 
‘hot’ or ‘cold’ describe temperatures of water. ‘Hot’ 
may merge into ‘cold’ in stages; likewise there are 
intermediate positions between health and disease. 
Health and disease are not sharply demarcated, but 
imperceptibly merge into each other like the 
colours in the spectrum of light (Diagram II). It is 
generally difficult to know exactly when the state 
of health ends and the state of disease begins. In 
most cases, especially in chronic diseases, the 
change in the beginning is imperceptible and not 
noticeable. The extreme unfavourable end of the 
spectrum is death, and is clear. But the other end of 
positive health is not so clearly demarcated. 


Diagram II: Spectrum of Health and Disease 


Determinants of Health: Any circumstance can 
eventually affect health one way or another. But 
we shall consider here some important determinants 


that influence health. These are (a) genetic make- 
up of the body, (b) environment, (c) nutrition and 
(d) lifestyle (Diagram III). 


Diagram III: Major Determinants of Health 


Healthy Environment 


Safe and adequate water supply 


Sanitary disposal of excreta and 
All wastes 


Hone and Occupation in pollution 
Free surrounds 


Proper Nutrition 


Adequate food supply 


Capacity to purchase food 


Food and Personal hygiene 


Healthy Lifestyle 


Education 


Health habits and 
traditions 


Social and economic justice 
Medical and allied services 
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Genetic constitution or make-up determines 
the health status to a large extent. There are well 
recognized genetically determined structural and 
metabolic abnormalities that affect health. Even in 
apparently normal persons genetic constitution is an 
important factor determining reactions to stress. 
For example, whether infection with the micro- 
organisms of tuberculosis and leprosy will result in 
clinical disease or not depends much on the genetic 
constitution. The same is probably true of mental 
stress and of exposure to non-bacterial chemical 
poisons like pesticides. Environmental factors are 
also important, but usually it is neither possible nor 
easy to disentangle them from the genetic ones. 
Environmental impact on the organism, if long 
enough, can get programmed into the genetic 
knowledge of the body and influence the next 
generations. 


Genetic disorders are caused in three 
ways. One group of disorders is due to the 
chromosome abnormalities and not strictly 
inherited. Example of this is Down’s syndrome or 
“mongolism’ in which there are three chromosomes 
of number 21 instead of two as in normal persons. 
This disease adversely affects intelligence and 
causes other congenital defects. ldeeBek 
chromosomes are involved the child may become a 
dwarf (XO), or hermaphrodite (KXY). The second 
kind is due to single gene disorders which are 
inherited. This may be involving dominant gene 
and produce multiple fingers. If recessive gene is 
involved and associated with consanguineous 
marriage, i.e., marriage between blood relations, 
metabolic diseases like (PKU) phenylketonuria 
develop. A defect in sex-linked gene gives rise to 
abnormalities like colour blindness or haemophilia. 
The third type of genetic disorder is due to complex 
interaction between the genes and the environment, 
as in diabetes or heart disorders. Multiple genes 
participate carrying a small effect of each gene. 


We can do little to control genetic factors 
affecting health even when we know that the 
abnormality is caused by a single pair of recessive 
genes. Modern developments in _ genetic 
engineering may lead to some _ intervention. 
However, many traits depend on the interaction of 
several genes, and it is beyond our powers today to 
influence such inheritance in man. More and more 
heterozygotes carrying harmful recessive genes are 
being identified. For example, most carriers of the 
phenylketonuria gene can be detected by a 
phenylketonuria tolerance test. Many carrier 
females for haemophilia show abnormalities on 
special examinations of the blood. Other condi- 
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tions which can be so detected include retinitis 
pigmentosa (a type of blindness), thalassaemia and 
sickle-cell anaemia. In such instances, if two 
persons carrying the same single harmful recessive 
gene marry, their offspring stands a one in four 
chance of inheriting the trait by acquiring a pair of 
such genes, and suffer from the disease. In case of 
sex-linked disorders, half of the sons of a carrier 
mother may suffer from the disease, and half her 
daughters may be the carriers. A population 
geneticist may be able to predict the risk more 
precisely in an individual case. Marriage 
counselling may help in preventing such situations. 
On the other hand, genetic counselling is helpful if 
a child is born with a genetic abnormality. The 
probability of subsequent children having a 
manifest or hidden genetic disease may be worked 
out by a geneticist or paediatrician. 


Genotype of a person indicates the genetic 
potential of the individual, e.g., intelligence, body 
build, or natural resistance or susceptibility to 
disease. Phenotype is the expression of the genetic 
potential, either natural or by nurturing. This is 
often dependent on environmental factors, way of 
upbringing, lifestyle, etc. A child may fail to attend 
the potential height if undernourished, or grows in 
hilly terrain. Without education and training, and 
challenge and stimulus, we will fail to reach our 
intellectual potentiality. With high standards of 
sanitation and personal hygiene, our genetic 
potential to resist infection will have synergistic 
effect. But even when endowed with the genetic 
resistance, we may suffer from infection if 
drinking-water is highly contaminated. Other 
factors too are the other major determinants, which 
unlike the genes are amenable to control. 


Environment plays an important role in 
determining the health status. Crucially favourable 
factors of the environment are safe, accessible, and 
adequate water supply; sanitary disposal of excreta 
and all wastes; healthy housing; good climate, and 
home and occupation in pollution free 
surroundings. Apart from these physical and 
chemical factors, socio-cultural, economic status, 
political system, behavioural and _ spiritual 
components, etc., also play important role. The 
term ‘social well-being’ is not easy to understand. 
It is not dependent on social status. A person can 
be said to enjoy social well-being when he/she feels 
that he/she is discharging satisfactorily the various 
roles that man/woman has to play in society. Thus, 
within your family you may be a husband or wife, a 
father or mother, and elder or younger sibling, etc. 
outside the house you may have a circle of friends 
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with whom you chat, play, etc.; and during working 
hours you have another type of relationship with 
the boss, co-workers, clients, etc. If you feel that 
you are discharging your roles in the family, among 
friends, and at work and recreational places 
satisfactorily, you are in the state of social well- 
being. Feeling of adequacy will depend upon your 
own beliefs of how you ought to behave, and 
influence of others’ attitudes towards you. Social 
well-being then depends on how a person “fits in” 
into his social environment. Brain-mind interaction 
is very important. It depends on mental health and, 
which in turn, affects it. Obviously, it depends on 
physical health too, and is influenced by the factors 
that determine health generally. 


State of Nutrition primarily depends on 
adequate and proper food supply, capacity to 
purchase food, and maintaining good personal 
hygiene. Nutrition is one of the basic life supports, 
others being oxygen and_ water. Both 
undernutrition and overnutrition are injurious to 
health. Modern behavioural patterns and changing 
ways of life tend to drift mankind from the nature 
and ecosystem generally. 


Healthy Lifestyle and Culture are 
emerging as the vital factors influencing health 
status. These include regularity in daily routine; 
behaviour; occupation; education and concern 
about health; economic assets; healthy habits like 
regular use of toilet, abstinence from alcohol, 
tobacco, etc.; washing hands before meals and after 
using toilet; plant-based diet rich in vegetables, 
fruits and pulses; moderation in food, drinks, 
recreation, etc.; personal hygiene; positive thinking; 


Diagram VI: Genesis of lifestyle 


Behaviour < Mind-Set 


hs Aa AGGRO AEN DSA 


! 


Neighbourhood 
Surroundings 


It is because of this influence of the mind-set 
and behaviour on lifestyle, the epidemiological 
triad (Diagram I) of agent, host and environment 
merges into a lifestyle. At the personal and family 
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consideration and helpfulness towards other people; 
coping with stress, contentment, regular exercise 
and activity, diverse interests; knowledge or 
awareness of healthy practices; and so on. It is 
important to note that a community which observes 
simple hygienic rules is much healthier than the one 
which does not follow. Mere provision of free 
drugs, immunization services and sanitary 
conveniences may not necessarily benefit people, if 
these are used indifferently or not at all. 


Determinants of Lifestyle: The manner and 
method in which we spend each day of our life 
constitutes our lifestyle (termed as dinacharya in 
Ayurveda). Ayurveda prescribes dinacharya 
(means a daily routine) which will make the 
lifestyle healthy. All cannot follow a uniform 
lifestyle (way of living). The prescription has to be 
client specific and friendly. Professionals, busi- 
nessmen, farmers, artisans, students, artists, politi- 
cians, sportsmen, tourists, skilled and unskilled 
workers, etc., have to pursue different paths. Given 
healthful environment, if we are able to remodel 
and change our lifestyle, drive of health promotion 
will be smooth and productive. If lifestyles are to 
be changed for better health and happiness, it is 
necessary to understand different factors and 
situations which influence and fashion the ways in 
people start living. Let us probe into this issue. 


Lifestyle is an effect of conditioning as a 
result of long term interaction between personal or 
group mind-set and behaviour in a given habitat, 
i.e., Surroundings and neighbourhood. Diagram IV 
depicts interplay between behaviour and mind-set 
vis-a-vis family/individual lifestyle. 


HA RRR SRO 


> Lifestyle 


level, epidemiological triad gets more and more 
specific and complex phenomena. It is here that 
the social, cultural, political, economic parameters 
come into operation. See Diagram V. 
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Diagram V: Altered micro-level epidemiological triad 


Community 
Family 
Individual 


This new complex interrelations Ips an 


varying circumstances and situations human beings 


live, several lifestyle patterns emerge. Several 
factors such as age, sex, education, Occupation, etc., 
contribute to the development of different lifestyles. 


Habitat 
Neighbourhood 
Surroundings 


€ nature and extent of the variations depend on 
the differential influence and weightages of 
different factors listed in Table 1. It is needless to 
reiterate that various macro-environmental factors 
also influence the lifestyles in their own ways. 


Table 1: Behavioural and mind-set factors determining lifestyle 


Determinants of Personal Aspects of Lifestyles 


(Agent, host and environmental aspects of epidemiology merge in this situation) 


Self-influence because of understanding, information, knowledge and skills acquired 


either actively or received passively. 


Family life, rearing and upbringing during childhood, examples set by the parents, 
siblings, relatives, etc. Schooling, enlightenment, role models and ideals. 
Community life and upbringing with the neighbours, relatives, friends, etc. 
Availability and experience of the private and public facilities for drinking water, 
sanitation and hygiene. Quality and efficiency of public health.system. 
Prevailing standards of cleanliness, water supply, sanitation, housekeeping as 
observed and experienced at home, work places, eating establishments, public 
dwellings, recreation facilities, sport grounds, markets, roads, open spaces, etc. 
Influence of religious and traditional practices in vogue. Aesthetics and customs. 


It is also true that factors such as health 
consciousness, knowledge on health and disease, 
and willingness to take steps to prevent diseases or 
become healthier, do change behaviour. A good 
example is the increasing use of bottled mineral 
water for drinking while on travel or eating out in 
order to prevent alimentary infections or stomach 
upset. Health behaviour is monitored and modified 
by the mind. A family or an individual who is 
health conscious may use a particular health facility 
or follow a specific hygienic practice. However, 
this does not guarantee that they will necessarily do 
what they did in the past or continue to behave 
consistently or use available facilities. 


Many incidences of disease or ailment, 
occurrence or absence, are due to the differences in 
the micro-ecosystems which influence human 
behaviour and lifestyles. Improvement in public 
health will certainly prevent infectious diseases in 
some families. Unfortunately, this may not be 
universal for all persons and families. The 
problems of equity and social injustice remain 
unsettled. Therefore, finding out the lifestyle 
factors of ill-health which are operating in a 
particular family or individual is important. The 
corrective measures will have to be family and 
person specific and not bookish or customary or 
fragmentary. Secondly, such preventive & promo- 
tive measures should be effective in a given 


community settings and time. Generally, such 
measures cannot be universally applicable, unless 
they are verified & evaluated for wider application. 


Globalization and Lifestyles: Metaphoric shrink- 
ing of the world during the last century has started 
the process of globalization or ‘equalization’ effect. 
As regards health, our major concerns are food, 
clothing, housing, and additions such as for drugs, 
tobacco and alcohol. 


Take the case of nutrition. On this planet 
man has settled and lived for hundreds of thousands 
of years in very diverse and dynamic habitats 
(environment is neither a satisfactory synonym nor 
description of the term habitat). During these long 
years, man was able to eat only locally available 
foods, and by trial and error, these foods were 
combined so as to evolve diets which provided the 
nutritional needs. On the North Pole there was no 
chance of eating (even seeing) green vegetables, 
how come the Eskimos maintained good health! 
Physiological adjustments were made. The 
metabolic pathways were tuned to digest these local 
foods (diets) either by modifications or closing 

‘some or opening others. Manufacture of vitamins 
by the flora of intestinal microorganisms is well 
known. The fact remains. We have a plethora of 
foods and diets, such Chinese, Japanese, American, 
European, African, and Indian. Within these broad 
groups there are more specific entities, e.g., in India 
we have entirely different foods and diets in 
Bengal, Maharashtra, Punjab, Tamil Nadu and else 
where. With globalization, all kinds of foods are 
available at door steps. With affluence, eating such 
foreign foods has not only become fashionable and 
common, but also a status symbol. Our 
gastrointestinal system and metabolic processes are 
conditioned for traditional diets (those eaten by 
forefathers), and it stands to reason that entirely 
new diet will disturb digestion. (Eating foreign 
foods is as unwise as running a petrol engine with 
diesel.) | Adverse effects such as indigestion, 
obesity, etc., are obvious. Corrective measures are 
also being introduced. It is now common that the 
travel agents are now providing local foods to the 
tourists visiting abroad. Most of the migrants stick 
to their traditional foods even for generations. 
Whatever said about food applies well for the 
housing and clothing. 


With globalization, there is also cultural 
and spiritual pollution. Value systems are often 
conflicting. Commercial interests have resulted in 
some developed countries dumping their dangerous 
wastes which are hazardous to health, in the poor 
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countries. The products such as tobacco products 
are exported and promoted in the developing and 
poor countries, when such products are either 
banned or their use restricted in the country of 
origin. People use neck-tie during tropical summer 
even if they are uncomfortable. These borrowed 
manners and fashions may prove harmful to health. 
However, this is very simple analysis and views of 
the changes. The trans-cultural interaction of over 
couple of centuries as a result of trade, political 
invasions and religious aggressions, still continues 
even after the post-world war II era of political 
independence of the colonial States World over. 
The Eastern lifestyles are undoubtedly and 
undesirably getting influenced by the Western 
lifestyles. The changes are often subtle nonetheless 
many, mostly the so-called educated, tend to copy 
the West blindly. 


Science and technology also influence 
lifestyle. They are expected to bring comfort to 
man and not evils of pollution, damage and 
degradation of environment, and ecological 
imbalance. The intention of raising the topic of 
globalization is not to go into the remedial 
measures, but to. stress its significance. 
Nevertheless, human concern should be to retain 
and promoter human values and spirituality while 
endeavoring socio-economic development. 
Reverence for nature and respect to traditions are 
indispensable. Lifestyle can be neither anti-nature 
nor unnatural, because it will be anti-health. Very 
few individuals can withstand this general 
onslaught. Entire society should be proactive in 
this regard. The need of the day is to promote 
green lifestyles as most of Bharatiya villagers live. 
Movement for adopting green lifestyles is taking 
roots in the Europe. As regards the lifestyle, most 
of the urban dwellers in India are ‘Indians’ and not 
‘Bharatiya’. 


Lifestyle Constituents: How to go about making 
lifestyle healthier? What are the guidelines a 
person should pursue for daily routine activities that 
are easy to follow, keeping in mind_ personal 
compulsions, limitations and requirements with an 
objective to acquire and maintain personal and 
community health. As pointed out earlier, lifestyles 
vary from person to person and in the same person 
at different times and places. Flexibility is 
indispensable. In order to plan and lead healthy 
daily routine, one has to study, empower oneself 
and learn to critically look at one’s behaviour and 
activities in regard to the following items; and 
modify these, in a self determined manner, and 
endeavour to move towards better health and 
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prevention of illness as and when necessary. This 
is very difficult to exercise. What is required is to 
transfer of appropriate information, bring about 
changes in the mind-set and amend behaviour. This 
will be function of the formal education system, 
electronic media, journalism, setting role models, 
NGOs and counselling services. The following 
items are to be attended to: 


I. Regularity: Regular daily routine keeps our 
Spirits up and makes us feel fresh. Regularity tunes 
our daily routines and habits to the bodily cycles 
and rhythmicity. Daily routines, like meal, 
defaecation, sleep, rest, work, etc., prevent 
imbalance within a system. In the alimentary 
system, if intake of food is regular, processes of 
digestion, assimilation and elimination are synchro- 
nized. All hygienic practices are to be followed 
regularly. Without some kind of regularity and 
rhythm, music cannot be enjoyed, so also health. 


2. Moderation is the golden rule of health and has 
to be followed scrupulously. This holds true for 
food, rest, work or recreation. Over-doing or over- 
acting or over-indulgence can be harmful; a middle 
path and avoidance of extremes has been advocated 
even in Indian scriptures which advise ati sarvatra 
varjayet (discard excesses everywhere). In the case 
of nutrition, it is ideal to eat little of every food but 
more of nothing. . 


3. Personal hygiene and cleanliness form the basis 
of healthy behaviour and the backbone of lifestyle. 
The expression personal hygiene is often confused 
and equated with personal cleanliness. Cleanliness 
is certainly a part of personal hygiene, but the scope 
of personal hygiene is much wider. It is the science 
and art of preserving and promoting health 
primarily through the active efforts which are 
within the scope of an individual. It is practised 
through inculcating sanitary habits and healthy way 
of life. It is an efficient tool in our own hands to 
attain good personal health. Ill health is due to 
unfavourable interaction between an individual, the 
harmful agent and the environment. If an 
individual is constitutionally strong enough, and is 
well disciplined in regularly observing good 
personal hygiene, he/she can neutralize the adverse 
effects of the offending agents and the unfavourable 
environment. The following factors constitute 
personal hygiene. 


(a) Knowledge of health and disease: It is 
necessary to have fundamental knowledge about 
health and techniques of acquiring it. Similarly, one 
must understand about disease, how one suffers 
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from it and how to prevent it. Greatest strength lies 
in knowledge which should be kept up-dated. 


(b) Motivation: Sanskrit verse, “ Shubham karoti 
kalyanam, arogyam dhanasampada” (work for 
welfare, health and wealth) is often cited but not 
much practised. This is because intrinsically health 
is not valued. Importance of health is usually 
realized only when it is lost. Mere possession of 
knowledge is not enough for action. How many 
people have given up smoking cigarettes because it 
is known to cause cancer? All depends on how 
much importance we give to health, and to our 
attitude and concern towards health. Health is not 
the aim of life, but the means. Without health very 
little can be done. Happiness and efficient 
productivity are the fruits of good health. Excellent 
health is the key to success in life and all of us must 
acquire it. Since in everyday life many harmful 
influences threaten health, it is absolutely necessary 
to be vigilant and observe rules of personal 
hygiene. Active efforts are possible only if we 
value health and are well motivated to be healthy. 


I Physical environment: Personal comfort is 
required for happy life and efficient work. It is 
productive, unless abused. Physical environmental 
factors such as proper ventilation (air exchange), 
atmospheric temperature and humidity, adequate 
lighting, absence of noise, etc., play an important 
role in maintaining good health. Personal factors 
like keeping mouth and teeth clean, bathing, 
cleaning and change of clothing and foot-wear, and 
the social factors like satisfactory pecuniary 
condition, good occupational and working 
conditions, family life, and good and true social 
friends (in need), the state of mental health, etc., 
also influence personal comfort. Regular attention 
to these factors is necessary. We may not have full 
control over some of these factors. However, much 
can be done; there is no excuse for neglect. 


The home and place of work should not be 
stuffy or overcrowded. Good ventilation means 
that there must be adequate circulation of air. The 
residence should be free from excessive heat, chill, 
undue draught, as well as bad smell. Lighting 
should be adequate for the activity undertaken, e. 
g., more light is necessary for close and delicate 
work like repair of wrist watch or for reading a 
telephone directory. Less light may be sufficient 
for work like carpentry or for walking or 
socializing with friends. Glare as well as excessive 
shadows and flickering light harm the eyes, and 
should be avoided. Clothes should be properly 
selected according to the season and the type of 


protection desired. Clothes should be white or 
lightly coloured, thin and loose in summer. Heavy, 
dark coloured and well-fitting clothes are more 
protective during winter. Aesthetically and from 
the point of clean habit, underclothes should be 
changed and washed regularly. The material should 
be easily washable and permit normal functioning 
of the skin. Foot-wear should be used and wisely 
selected. Foot-wear should not be uncomfortable 
and should never be so tight as to interfere with the 
free movements of the toes and feet. A little 
oversized shoe is better than an undersized shoe. 
Shoes and other foot-wear should be repaired; and 
changed when it is worn-out. Regular use of shoes 
not only protects the feet from mechanical injuries, 
but also to a certain extent from infections such as 
tetanus, warts, hook-worm, and from the danger of 
snake- bite. 


(d) Personal cleanliness: Clean habits are basic 
requirement for good health. Our environment is 
full of harmful agents like the disease-causing 
germs. It is better to avoid contact with them. The 
hands should always be considered as contaminated 
(polluted with harmful germs). Besides taking bath 
daily and wearing clean clothes, developing good 
hygienic habits from early childhood is of prime 
importance. Washing feet or removing the shoes 
before entering the house; washing hands 
thoroughly with soap and water every time after 
going to toilet or latrine and before cooking, 
handling or eating food; cleaning teeth in the 
morning, after eating and again before going to bed; 
washing and periodically dressing hair; cutting the 
nails short and keeping them clean; are all 
_ examples of hygienic habits. Clean habits and use 
of soap will reduce the chance of getting some 
common infections and spreading them to others. 
Eyes also need special care. In the process of body 
growth and repair, billions of cells die daily. These 
are replaced by the new ones. The dead cells are to 
be removed from the body. Similarly, undigested 
and unabsorbed food, and the waste products of 
digestion, absorption and metabolism need to be 
eliminated. Body excretes these wastes and toxic 
substances through the bowels, urinary bladder, 
lungs and _ skin. Cleanliness aids excretory 
function. The care of the body regarding food, 
exercise, rest, measures for protection against 
diseases, etc., which are necessary for the 
preservation of sound health have been described 
under the appropriate chapters of this book. 
Regularity of bowel evacuation every day is 
conducive for the preservation of health. 
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Cleanliness is also a social responsibility 
and besides our house, we should help to keep the 
public places like roads, parks, offices, etc., clean 
and tidy. Smoking in public places, and burning 
refuse and garden wastes add to air pollution. 
Habits like indiscriminate spitting and throwing 
rubbish anywhere are detrimental to health. 
Defaecation by the roadside and in open ground, or 
urinating at places other than urinals and latrines 
are examples of anti-social behaviour. Every effort 
to change these bad habits and to encourage the use 
of sanitary latrines and urinals is worth the trouble. 
Acts like coughing and sneezing are likely to 
spread air-borne diseases such as tuberculosis and 
influenza. The risk should be reduced by holding a 
handkerchief in front of mouth and nose when 
coughing or sneezing. 


Some common habits have definitely been 
proved to be harmful. The best examples are of 
smoking and chewing of tobacco, and excessive 
alcohol consumption. The scientific evidence 
against these harmful habits is so clear that we 
should stay away from these. Persons having these 
habits should give them up. 


(e) Exercise and activity: Regular and moderate 
exercise tones up the various systems of the body 
and helps to maintain its physiological efficiency. 
It keeps us active and cheerful. In modern way of 
life there is less and less need of physical activity in 
daily routine. Sedentary life coupled with the 
intake of excessive food may lead to obesity, 
especially if there is a familial tendency towards it. 
More on this topic is covered later. 


(f) Rest and recreation: Physical and mental 
relaxation is necessary to avoid fatigue and regain 
efficiency. An adult needs six to eight hours of 
sleep daily. Children require more sleep. Rest after 


physical and mental activity is refreshing. We 
should have varied interests in life. | Hobbies, 
friends, picnics, vacations, meditation, play, 


laughter, etc., make life cheerful and helps to have 
peace of mind. Periodic change of activities during 
daytime is also beneficial. 


(g) Immunization and prevention of infections: 
Everyone, especially children, should be protected 
from the common communicable diseases. 
Immunization against tetanus, diphtheria, whooping 
cough, poliomyelitis, typhoid fever, etc., is simple 
and effective. Immunization schedule should be 
followed scrupulously. In order to avoid infection, 
avoid taking children while visiting sick friends and 
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relatives at home or in hospital. After visiting or 
attending to a person who is ill, especially if he/she 
is suffering from an infectious disease, it is wise to 
change clothes and to wash hands and other 
exposed parts of the body thoroughly. 


(h) Medical care: All illnesses should be promptly 
attended to and adequately treated till cured. Self- 
care of minor ailments such as headache, loose 
motions, and injuries like trivial burns and small 
wounds, is possible. Everyone should be able to 
provide first-aid and home-nursing to others. Any 
defect in the body should be corrected soon after it 
is detected. Any physical deformities like squinting 
eye, carious teeth, etc., should be corrected. Many 
diseases can be effectively treated and cured if 
diagnosed at an early stage. Examples of such 
diseases are many, e. g., tuberculosis, diabetes, high 
blood pressure, cancer of various parts of the body, 
etc. Periodical medical check-up is valuable in this 
respect. 


In brief, there is no better tool than 
personal hygiene and care for attaining self- 
sufficiency and self-reliance in health acquisition 
and maintenance. It is a magic formula for health. 
We should, therefore, pay proper attention to 
various items indicated in this chapter. 


4, Diet: Good nutrition through proper diet is the 
foundation of good health. Diet should not only be 
adequate but also be balanced. Regularity in meal 
times is important. It is excellent habit not to take 
the same articles of food as a routine, but have as 
much variety in food as possible. Most food taboos, 
likes and dislikes, usually have no scientific basis. 
It is not safe to eat food that has been exposed to 
house-flies and dust, or handled badly, or poorly 
stored or otherwise suspected to be contaminated. 
Therefore, food should not be handled with bare 
hands. It should always be covered to prevent dust 
and flies contaminating it, and stored in a 
refrigerator. Cheaper foods are not necessarily less 
nutritious, e. g., green vegetables are cheaper, but 
still are of greater nutritional value than costlier 
vegetables like cauliflower. For good _ health, 
vegetarianism is positively superior to non- 
vegetarianism. Foods of animal origin increase the 
risk of development ot cancer. Further to the risk 
of infection, fast and processed foods contain 
excess of salt, sugar and fat; all harmful to health. 
Overeating is harmful to health. 


According to Dr Lester Breslow, a public 
health expert in the United States of America, 
obesity and physical inactivity are reminiscent of 
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the ancient sins of gluttony and sloth. Apart from 
maintaining good health, it is now established that 
with proper dietetic care one can prevent not only 
gastrointestinal infections, but also the non- 
communicable diseases like obesity, high blood 
pressure, coronary heart disease, diabetes and 
cancer. Moderate meals, eating home-made food, 
eating less fat and fried items, eating more green 
leafy vegetables and fruits, avoiding improperly 
stored or contaminated foods, eating less of non- 
vegetarian food, etc., are advisable. Experiments 
have shown that reduction in caloric intake results 
in significant increase in longevity of animals. 
Therefore, it may be better to maintain optimum 
weight, i.e., maintain weight a little less then 
normal and never overweigh. 


5. Activity and Exercise: Physical activity is the 
essence of life: without it the body loses vigour and 
efficiency. Physical activity depends upon physio- 
logical, behavioural and psychological factors. 
Sedentary occupation and easy way of living are 
detrimental to health. Apart from the work, regular 
exercise should form an integral part of life. 
Exercise is a purposeful leisure time activity aimed 
to achieve fitness and good health. Every human 
being needs exercise. It is only in an exceptional 
condition like acute heart attack where complete 
bed rest is advised and that too for a short period of 
time. There are many ways of exercising the body, 
but all the limbs, abdomen, spine and the cardio- 
respiratory system need to be exerted for fitness 
and trained to function better. Exercise suitable for 
age, may take the mode of drill and gymnastics, or 
traditional twelve Suryanamaskars (a popular 
combination of yogic poses) with proper technique, 
swimming, and outdoor sports like kabbadi or 
atyapatya (Indian Games), tennis, football, etc. 
Exercise should be of moderate intensity and of 30 
to 50 minutes duration. A minimum of three days’ 
exercise in a week is necessary. We can go for a 
good swim, join a gymnasium or health club. 
Sophisticated equipment may be necessary for 
training in acrobatics. Each exercise has its own 
advantages and limitations. We have to select those 
which suit to our requirements. Common 
difficulties or excuses for failure to take exercise 
are lack of time, bad climate, lack of space or 
privacy, ill-health, and associated generally 
imaginary risk. Good exercise is always refreshing 
and is a better motivating factor than mere health 
consciousness. Family members and friends who 
exercise regularly often act as role models. 


The aim of exercise is fitness and health. 
Regular exercise will help us to shed unwanted 
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weight, or to maintain normal weight. Exercise 
helps circulation of blood, improves breathing, and 
aids digestion of food. The movements of joints 
remain free and muscles are kept in proper tone. 
The mind is relaxed and sleep is sound. Sex life is 
better. Regular exercise will help us to cope with 
stress better. The shape of the body is maintained 
giving a youthful appearance. All these advantages 
of exercise come with regularity of exercise. Men 
not taking sufficient exercise, have about two times 
the risk of coronary heart attack, compared to more 
active counterparts. Many infirmities & disabilities 
of old age appear to be the result of habitual inacti- 
vity rather than aging. The importance and benefits 
of taking regular exercise need to be stressed 
because there is a reduction in physical activity in 
the modern lifestyle affecting adults & adolescents. 


The objectives of exercise are: (a) keep the 
body in good shape and gain strength, (b) retain 
efficiency of the heart & lungs for cardiorespiratory 
fitness, (c) maintain suppleness, elasticity and 
balance, and (d) achieve endurance, 1.e., stamina & 
capacity to work for long periods. These four aims 
can be achieved through a set of different exercises. 


For building muscle mass and strength, it is neces- - 


sary to do exercises against resistance, e.g., gym- 
nastics like jor or baithak, weightlifting, weight 
training, use of dumb-bells or springs, etc. For 
cardio-respiratory fitness, aerobic exercises which 
consist of free movements of many joints are 
required. Aerobic means using air, 1.e., utilizing 
oxygen by contraction of muscles. When muscle 
contracts, it needs energy which comes from 
glucose and oxygen. Blood from the arteries 
supplies oxygen and glucose to the muscles. Blood 
enters a muscle when the muscle is relaxed. When 
a muscle contracts, the blood vessels get squeezed 
and blood is expelled out of the muscle through the 
veins. Blood can now enter into the muscle only 
when it next relaxes. Were the muscle to remain 
contracted, fresh oxygen and glucose are not 
available. Muscle then uses glycogen and fat stored 
in the muscle. Energy is obtained without oxygen. 
This anaerobic activity is harmful to the body due 
to formation of toxic products like lactic acid and 
acetone during anaerobic muscle contraction. For 
aerobic activity, muscles must contract and relax 
alternately. This is achieved through brisk walking, 
running, swimming, playing, or doing calisthenics. 


To be effective, the exercise must increase 
the pulse rate. Normal resting pulse rate is around 
72 per minute for an adult. The maximum pulse 
(heart) rate is arrived at by formula: 220 — Age = 


1&8 


X. During exercise, it should reach at least to a 
level of X multiplied by 2/3. This is the target 
pulse rate. Table 10.1 provides a ready reckoner. 
To illustrate, if a person is 64 years of age, 220 — 64 
= 156, and 2/3 of 156 is 104. So his exercise 
should be brisk enough to increase the pulse rate to 
104 per minute. Such a pulse rate should last for at 
least for 11 minutes, minimum five days a week. 
Some experts recommend duration of 20-30 
minutes for three days in a week. As a beginner, 
we should start with the low target. As we feel fit, 
increase the target, but never more than the high 
value in Table 2. Endurance is best acquired by 
undertaking slow muscular activities like a walk or 
swimming sustained over a long period of time. A 
combination of these four types of exercises is 
required to obtain benefit from exercise, e¢.g., 
Suryanamaskars and calisthenics, weight lifting 
and yoga, or swimming and games. 


Brisk walking is the ideal leisure time 
activity in modern life. As an exercise, walking 
should be adequately brisk and aerobic. Brisk 
walking is neither fast nor racing, it is in between. 
It is a moderate and rhythmic exercise which 
increases the respiratory and heart rates. Walking 
is much safer aerobic exercise than jogging, 
dancing or other hectic activities since the force of 
impact on feet is much less in walking. It is 
inexpensive because no special facilities are 
required except a pair of socks and good quality 
walking shoes which are comfortable. Use of shoes 
prevents injury to the joints and muscles of the legs. 
Brisk walking helps us to (a) keep fit, (b) maintain 
weight, (c) improve tone, flexibility and strength of 
muscles, (d) reduce stress, (e) improve stamina, and 
(f) protect against diseases, as it helps to reduce 
blood cholesterol level, and prevents bones from 
becoming brittle in old age. However, exercise 
benefits of brisk walking come only if it is 
adequate, regular and consistent and life long. A 
minimum of 30 to 40 minutes of brisk walking for 
three to four km and three to four times a week, 
along with recommended increase in the pulse rate 
are cardinal features for success. See Table 2. 


It is said that walking makes for a long 
life. This is because walking not only promotes 
health, but also provides remedial measure for 
many illnesses. These includes conditions such as 
back pain, joint pain, coronary heart disease, high 
blood pressure, pain before menstruation in young 
girls, respiratory problems, ailments of joints, 
varicose veins, rehabilitation of patients after heart 
attack, surgical operations, etc. 
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Table 2: Target Pulse Rate on Exercise by Age 


"Yoga’ and ‘Exercise’ should be consider- 
ed as the very basis for a good health. Yoga and 
exercise are independent topics, but they are 
complementary to each other and not a substitute 
for one another. Each plays a vital role. Yoga is 
that extraordinary, exemplary uniquely Indian 
technique which helps man to develop a deep 
awareness of self, of every vibration and pulsation 
within — at the body, mind and intellect levels, by 
virtue of which the internal and external forces can 
be mastered. The word ‘yoga’ is derived from the 
Sanskrit root ywj which means to join. The aim of 
yoga is to achieve a union between the individual 
spirit (atman) with the universal principal at the 
level of consciousness. Even though there are 
many pathways of yoga, the ultimate aim is 
identical, i.e., the union of the individual soul with 
the universal principal. This leads to a state of 
intense happiness. 


6. Positive attitude and thinking: Training and 
development of mind are essential prerequisites to 
good health. Logical thinking and thinking of 
alternate solutions helps in choosing appropriate, 
effective and practical things to do. Value systems 
based upon positive attitudes and thinking. Quite 
often worry is non-productive. The best tonic for 
the mind is enduring curiosity about an ever- 
changing environment. Optimism strengthens our 
power. 


7, Occupation: Without purposeful occupation, life 
is not worthwhile. Occupation depends on one’s 
likes and dislikes, education and training, familial 
background, financial status, opportunities, 


entrepreneurship, etc. For good health, we should 
avoid stress, anxiety, hazards, and sedentary jobs, 
but compensate through appropriate measures like 
many and diverse interests and hobbies, exercise, 
yoga, etc. 


8. Stress: Stress is the result of inability to cope 
with a difficult situation or inability to find 
solutions to problems. Other cause is habitual or 
excessive worry. The human body is amazingly 
resilient and one can find ways to unburden or work 
the tension out of the body to begin a fresh and 
rejuvenated. Things often don’t happen according 
to one’s expectations and this causes stress and 
frustration. A change of activity, whether work, 
music or a hobby, helps in relaxation. The best 
way to get rid of stress is to train the body to face 
(such) a stressful situation. Insecurity is a cause of 
stress, and one has to try to do away with it. 
Resorting to tobacco, alcohol or addictive 
substances (‘drugs’) will not help. Engage in some 
honourable work, yoga, meditation, exercise, 
music, movie, drama, playing games, painting, hot- 
water bath, massage, laughing out things, going to 
club or party, meeting friends, holiday, touring, 
sightseeing, etc. These are some of the activities 
which can help to reduce tension. 


Stress has both physical and psychological 
manifestations, e.g., high blood pressure, peptic 
ulcers, insomnia, gastrointestinal disorders, nervous 
breakdown, etc. There is no point in hankering for 
what cannot be or what is not. There should be no 
gap in a person’s expectations and reality, and any 
shortfall should be accepted gracefully. We must 
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be able to adjust to our environment, care for 
people around us and develop interests which take 
us away from everyday living. We should be 
willing to face life squarely. 


9. Rest and Recreation: Relaxation is necessary to 
avoid fatigue and regain efficiency. Rest and 
recreation are of many types and the choice differs 
with person, place and_ time. Available 
opportunities, economic condition, convenience of 
time, etc., are other factors that need attention. 


10. Basic Needs: We should remember that 
contentment and happiness in life do not much 
depend on money, social position or material 
possessions. The basic emotional needs of man are: 
(a) love nurtured by sympathy, tenderness, 
helpfulness and tolerance, (b) companionship for 
prolonged isolation cannot be tolerated for long, (c) 
sense of belonging, and recognition or respect from 
the people around, (d) independence together with 
responsibility, (e) sense of achievement and 
creativeness, (f) faith which gives direction and 
purpose in life, (g) satisfactory sex-life and happy 
marriage, and lastly, (h) physical, emotional and 
material security. It is essential to balance physical, 
social and_ spiritual needs — the ultimate 
determinants of health, efficiency and happiness. 


A long term study in California, USA, 
revealed seven big hazards in modern lifestyle. 
These include obesity, physical inactivity, smoking, 
excessive intake of alcohol, sleeping too much or 
too little, eating between meals, and skipping 
breakfast. In combination, these poor practices 
could double chance of dying prematurely. Further, 
even couple of these practices could lead to 
disablement within ten years or later as compared 
to persons with no more than two of these habits. 


Towards Healthier Lifestyles through Research: 
With the foregoing information and background, 
how to go modify lifestyles? How to change the 
mindset and behaviour? Can such a change be 
sustained? What is the role of spirituality & human 
value system? Obviously there can neither be 


simple or single formula nor ready-made answers. ° 


Health System and Behavioural Research and the 
efforts to modify lifestyles should go hand-in-hand 
in the same manner R&D operates in the 
progressive industries. Epidemiology of lifestyle 
will be fascinating exercise. 


Health is one of the topics on which 
incomparable and divergent opinions are given and 
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recommendations made. Such contradictions cause 
confusion and skepticism. For most of the ailments 
of the alimentary system, the traditional treatment 
is fasting, with or without fruit juice, & naturopathy 
and Ayurveda advocate this. But modern science 
recommends adequate nutrition even during 
diarrhoea; and the causes of diarrhoea are many — 
from fright to infection, from overeating to 
starvation. Thus, there cannot be any hard and fast 
rule. Everyone has to use discretion, trial and error, 
faith and confidence, and evolve a solution that 
suits our constitution best. 


Keys to healthy living are active life, 
moderate meals, love and respect to and from 
others, and enduring curiosity and copping with an 
ever-changing environment. What is important is 
to have a holistic approach and seek a harmonious 
balance between the mind, body and spirit. Sound 
health is a prerequisite for all success and happiness 
in our lives. To be healthy means to have a positive 
state of physical, mental and social well-being. To 
maintain a good physical health, a balanced diet, 
cleanliness, regular exercise, prevention of 
ailments, and healthy habits are essential. Mental 
health is sustained by cultivating a sense of 
contentment. A healthy mind would fix a goal for 
life and strive to achieve it. We should have 
compassion towards sufferance experienced by 
others and have awareness of others’ needs. We 
should be able to keep our mind entertained and 
have a capacity to enjoy all aspects of life including 
arts, crafts, sports, music, dance, drama, sculpture, 
etc. Social health is a vast subject. It may be 
enough to say that if the society is healthy, 
members of the society feel secure and safe. 
Ethical and moral values are respected. We should 
accept our social responsibilities with grace. 
Conceptual design for remodeling lifestyle to make 
it safer is given in Diagram VI. 


Fortunately, in every society, there are 
persons and even communities who have developed 
and maintained healthy lifestyles despite adverse 
habitats and socio-economic conditions. This may 
be one of the ways to start. It is also possible to 
design more specific conceptual designs to work 
on. There are several lifestyle factors and items 
which are known to either promote or undermine 
personal or community health status. Even so, there 
is more of ignorance and vagueness than clarity and 
insight. Social scientists & communication experts 
should take up these and similar issues for study. 
Diagram VII gives a new design of interdependent 
and interrelated relationships for research. 
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Diagram VI: Spin-off of host and environment exchanges and behaviour and mind-set 


Physical 
aspects of exchanges 
and interactions 


Cultural and 
Social values 


le models 


Family traditions, 
Ways of child rearing, 


Environment 


Psychological & 
Spiritual aspects of 
exchanges and 
interactions 


Public pressure, 
Common law, 
values 


uma 


Note: These determinants may be under: (a) common control of individual and family, 
(b) control of family and community, or (c) control of individual 


All this is not easy. Scientific advance, in 
itself, will not promote health so long as man has 
likes and dislikes, and activities which unavoidably 
expose him to hazard & worries. There are factors 
influencing a person’s health, viz. genetics over 
which we have hardly any control. Environment 
can be less hostile with progressive improvement in 
the standard of living. Socioeconomic development 
will improve the quality of life of the people. 
Unfortunately, many of the traditions and customs 
have become rituals or meaningless routines. 
Hygienic principles behind these practices are lost. 
Indiscriminate spitting is largely due to the lack of 


aesthetic and civic sense, rather than a deliberate 
act to pollute environment or promote the spread of 
infection. Similarly, many people do not spit 
indiscriminately simply because they regard it as 
not stylish or sign of backwardness and_ not 
awareness of tuberculosis. These data are of great 
relevance to the expected behavioural reforms such 
as discouraging spitting indiscriminately. Just 
telling people that the habit is unhygienic will have 
very little impact. Further, there no unequivocal 
evidence that ICE (Information, Communication 
and Education) drives have resulted in sustained 
change in the behaviour of the people. 


19] 


lo be pragmatic, the main paradox is the 
uncertainty about what constitutes lifestyle which 
can be considered as health wise optimum. We 
have two broad types of lifestyles: (a) of the 
affluent societies in America and Europe and (b) of 
the poor societies in Asia and Africa. Affluent 
society lives in a safer environment with much less 
health hazards than the people in poorer countries 
who live in much hostile situation and are exposed 
to the risk of diseases of poverty, insanitation and 
infection. The lifestyle of the affluent people, 
however, makes them vulnerable to the ailments of 
cardiovascular system, diabetes, cancer, mental 
derangements, accidents, etc. Infants and young 
children with congenital or heredity defects are 
made to survive in the affluent societies, while such 
babies die their natural death to much respite to the 
poor. The traditional lifestyles have evolved 
naturally over thousand of years as a part of 
ecosystem of this planet. These are gradually but 
certainly drifting towards the affluence ways of life. 
Should we wait for the time to answer or heed for 
research to know in advance? These are then the 
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challenges we have to accept for better health and 
happiness. 


Epidemiology of Lifestyle & Health: Epidemio- 
logical studies of different lifestyles may not 
provide immediate interventions, though it will 
provide necessary insight to the influences that help 
or mar the development of lifestyle patterns which 
are congenial for health promotion and disease 
prevention. Just note the vast qualitative and other 
differences in the lifestyles of the youth and the 
aged; the richest and the poorest in any country, the 
village landlord and the peasant; minister and 
ordinary member/worker of a political party; top 
bureaucrat and a clerk; people in a true democratic 
country and those in dictatorial regime; the poor in 
USA and the counterpart in Bangala Desh; the 
grandparents and the grandchildren; and so on. 
Such studies will require trans-disciplinary teams of 
the experts and long term funding and support of 
the funding agencies. We reach the same wrapping 
up; these are then the challenges we have to accept 
for better health and happiness. 
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Zz. Disruption of Abdominal Wounds 


Introduction: It is quite a surprising fact that in 
surgical practice to see an abdominal wound 
disrupted, when one expects it heal. Naturally, it 
leads one to study the underlying causes of this 
tragic complication, i.e., of non-healing of wound. 


Paracelsus! (1493-1541) taught one 
principle, the guiding philosophy of surgical 
treatment, “by their nature the tissues contain an 
inborn balsam that heals wounds. So should every 
surgeon know that it is not he, but nature that heals 
wounds”? Similarly, Ambrose Pare’ (1510-1590) 
wrote a great maxim “Je /e pansay; Dieu le gaurit” 
— I dressed his wound; God cured him”. This was 
the foundation of modern maxim, “The science of 
Surgery is based primarily upon the ability of 
tissues to repair itself.” 


This fundamental problem of would 
healing received various titles such as separation, 
breakdown or rupture of abdominal wounds, post- 
operative evisceration, prolapse, burst abdomen etc. 


Normal Wound Healing: Normal rate of wound 
healing is the one present in an otherwise 
physiologically normal patient. No substance is 
known which will increase the normal rate of 
wound healing. However, study of tissue culture 
suggests a possibility of such agent being present in 
Embryonic Extract’. Repair of any tissue is 
stimulated by an injury to the tissue cell. The 
products of the damaged cell effects the fibroblastic 
response from the surrounding tissue. Process of 
healing is divided into three phases. 


I or Lag phase: The surfaces of incision are first 
glued together by a fibrin net-work formed due to 
the coagulation of blood. 

II or phase of Fibroplasias: It begins from 3™ to 5" 
day after injury and continues up to about 10" to 
14" day. Fibroblasts multiply rapidly and with 
newly formed blood capillaries fill the defect. 
Fibrin is absorbed and collagen is formed. 
Fibroblasts form pre-collagen which has little 
cohesive power. By 10" day, it is replaced by 
collagen which gives strength to the wound. This 
has a great practical significance. 


Ill phase of contraction or scar formation: It may 


be as long as a year. 


With this basis, the factors responsible for 
non-healing of a wound will now be studied. 


(A) General Causes: 1. General condition of the 
patient — Regeneration power of the tissues are less 
in any disease causing hypo-proteinaemia and 
vitamin C deficiency. According to modern views 
anaemia as such is considered not to retard wound 
healing. Poor healing in such cases is due to 
associated protein & other deficiencies. In study of 
would disruption Hartzell and his associates’ found 
either protein or vitamin C deficiency or both. 


2. Vitamin C deficiency — Importance of vit. C has 
been investigated by Hunt”. In tissue repair vit. C is 
essential for formation of collagen. Thus partial or 
complete deficiency of vit. C retards the tensile 
strength of a wound. Scar tissue is also abnormally 
formed. Irregular arrangement of the fibroblasts 
and marked decrease of intercellular substance is 
characteristic according to Nash’. 


3. Hypoproteinaemia — It is an established cause of 
non-healing. It retards fibroblastic proliferation and 
maturation of pre-collagen, reduces the colloid 
osmotic tension of plasma and decreases antibody 
formation as these are globulins. First two causes 
delayed healing directly, while the third indirectly, 
as it favours infection. Infection retards healing. 
Lecalie and his associates’ studied this problem in 
detail and noted that lowest tissue protein values 
were found in the fascia of the patients with 
disruption but having normal serum proteins. Thus 
non-healing is more directly related to the protein 
depletion of the tissues than hypo-proteinaemia. 
Naturally, serum protein estimation is not an 
adequate index of protein nutrition. In the study of 
protein depleted rats they® again found out that 
sulfhydryl (SH) radical plays an important role 
during the lag phase of would healing. Without 
this, lag period is prolonged. Normally, this SH 
radical is supplied by Methionine and Cystine. 
These may be used for prevention. 


4. Normal fluid & electrolyte balance is important. 


According to Hermanns Desfer’ alkalosis inhibits 
and acidosis favours wound healing. 


5. Age — Rate of healing is slow due to longer lag 
period in elder patients than in younger ones. 


(B) Local Causes: 1. Infection — This is an ade- 
quately proved cause and is common. One rare 
type may be an occasional factor. P. Theren'” 
states that the tendency to ‘breakdown’ of the 
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wound after operation on bowel may be due to 
Amoebic infection. This is because of the ability of 
E. histolytica to secrete a ferment which causes 
coagulation necrosis and tissue lysis. 


2. Devitalization of tissues — Trauma from any 
cause and restriction of arterial blood supply will 
cause devitalization. This may be due to poor 
venous return, excessive suture tension, too tight 
bandages, pressure from big haematoma, etc. 


3. Any foreign material and necrosed tissue in a 
wound. Inadequate drainage & continuous trauma. 


Table 1: 


Total Number of abdominal operations 


Hurtezell et al * 


Tashire !' 
Wolff |” 
Tweedie & Long 


Study of 1,889 abdominal operations 
(excluding operations for inguinal hernia and for 
polysthan tube drainage of ascites), carried out over 
seven years in the Sassoon Hospitals, Poona, gave 
an incidence of 2.91 per cent. But the groups of 
patients from U.K. and USA belong to better class 
as far as nutrition and early medical aid care 
concerned. On the other hand, our group mostly 
includes under-nourished and debilitated patients. 
These results, obtained from different groups of the 
patients, cannot be compared as equality of groups 
in all relevant respects must be observed before 
attempting the interpretation of statistical results’. 


Table 2. 


Total Number of Abdominal Operations 
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With this fundamental knowledge the 
subject proper will now be considered. 


Disruption: This may be partial or complete. All 
the layers of abdominal wound are separated in 
complete disruption, while either the skin or the 
peritoneum remains intact in partial disruption. 
Abdominal contents may protrude. Disruption may 
follow any abdominal operation. 


Incidence: It varies between 0.2 to 4.0 per cent. 


The figures obtained by some of the workers are 
tabulated below: 


Percentage of Disruption 


Death Rate: It varies widely between 20 and 85 
per cent'”. In the present series death rate was 55.5 
per cent. Cause of death is mostly the primary 
disease. But peritonitis, shock, lung complications, 
intestinal obstruction, debility were common. 


Etiology: 1. Sex — It is often said that disruption 
occurs more frequently in males. But it is doubtful 
that sex plays any role. As seen from table 2, in our 
series, it occurred with almost equal frequency in 
males and females. 


2. Age — It is frequent in patients over 45 years old. 
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Maingot'? noted it in an infant of 14 days after 
Rammstedt’s operation to a woman of 89 after 
ecentralize my. 


3. Fundamental causes of non-healing of wounds 
are already considered. 


4. Type of anaesthesia — Disruption occurs with 
equal frequency after local, spinal and inhalation 


anaesthesia. However, badly administered inha- 
lation anaesthesia accompanied by straining and 
struggling may be a contributory factor. Hamilton 
Bailey'® states that tremendous expul-sive 
contractions of the abdominal musculature occur 
while the patient comes round from an anaesthetic. 
He further adds that the most extravagant of these 
spasms occur after withdrawal of an endotracheal 
tube in a lightly anaesthetized patient and having 
heard sutures snapping asunder, he opened the 
wound to find his hypothesis correct. 


5. Technique : “Handle the tissues with loving 
kindness and they will heal in the same manner”. 
This must be remembered well. Healing will be 
defective after rough handling, imperfect sterile 
technique, hasty/forcible and inaccurate suture of 
abdominal wall especially of the peritoneum, 
vigorous retraction causing trauma to abdominal 
wall, etc. Too tight suturing is the most common 
error. This leads to tissue necrosis. Disruption is 
less frequent after transverse incisions than vertical 
incisions. Of the vertical incisions, supra-umbilical 
incisions are more prone to be followed by this 
complication. But it has occurred even after 
gridiron incision. Drainage tube is also supposed to 
favour disruption. 


6. Increased intra-abdominal tension in imme-diate 


post-operative period - This is possibly the most 
important factor. Vomiting, distension, coughing, 


hiccough, restlessness, ascites and straining during — 


defaecation and micturition will add to the trouble. 
Wolff’? reopened the wound after post-operative 
cough, etc., and found that even silk sutures in 
fascial layer were broken. It was also observed by 
Marsh’ that in patients with intestinal obstruction 
the incidence of disruption was 5.8 per cent. 


7. Acute pancreatitis or injury to the pancreas will 
cause auto-digestion of the wound by escaping 
ferments and healing is impossible. A,C.T.H. and 
cortisone impair wound healing after prolonged 
use 


Clinical Picture and Classification: Clinically 
disruption may occur any time between 5 to 19 
days after operation. Maingot'” has classified these 


Etiological group ait Ea 
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cases clinically into three groups according to the 
time of disruption and other clinical observations. 
Sero-sanguinous discharge occur-ring on or about 
ee day is almost pathog-nomonic. Clinical 
classification is inadequate as it is not useful from 
the etiological and also the treatment point of view. 
However, etiological classification is difficult as in 
any particular case multiple factors are responsible 
and there is no single factor responsible for 
disruption in all cases. It is proposed to group the 
cases in four broad groups. 


I_ group — Cases in which disruption has occurred 
mainly due to some of the general causes of non- 
healing. 

II_ group — Cases in which disruption is mainly due 
to one or more local causes or errors. 

III group — Cases where both the general and local 
factors are responsible for disruption. 

IV_group — Cases in which disruption has occurred 
rather unexpectedly as no obvious cause could be 
attributed. 


In the present series 18 cases are studied in 
details. Table 3 will show the number of cases in 


each of the four groups. 


Table 3. 


In Appendix clinical date of all the cases 
studied in detail are given. Following are the 
illustrative cases from each group. 


Group I: Case number 10, D.S.B., male, 50 year 
old, was admitted for duodenal ulcer perforation. 
On exploratory laparotomy, perfora-tion of 
malignant ulcer in the pyloric region of the stomach 
was detected. Patient took general anaesthetic quite 
well. Perforation was sutured and abdomen closed 
without drainage. Post-operative period was 
smooth except little distension on 3“ post-operative 
day, which was relieved after enema. As he 
showed hypo-proteinaemia, blood transfusions and 
intravenous proteins were given. Stitches were 
removed on 10" post-operative day and wound was 
apparent-ly healed. Patient was discharged against 
medical advice. But he returned next day with 
disruption. Immediate resuturing was done. 
Supportive treatment of high doses of vitamin C, 
penicillin & streptomycin, and protein hydro-lysate 


intravenously was given. Eleven days after 
resuturing the wound healed. But then he 
developed bed sore and died on 15" day after 
suturing. 


Group II: Case number 6, R.I.K., 22 year old, was 
admitted for acute intestinal obstruction. 
Exploration was done through right para-median 
incision under general anaesthesia. Volvulus of the 
sigmoid colon due to mesenteric cyst was detected. 
Colon was gangrenous. Cyst was excised and 
sigmoid colon was resected with primary end to 
end anastomosis. Towards the end of the operation 
patient was pulse-less. Thus, the wound was 
hurriedly closed. However, she came round in the 
ward after blood transfusion, etc. Drainage tube 
was removed after 24 hours. Post-operative period 
was smooth. Stitches were removed on 8" day. 
Pink discharge was noted. The wound disrupted on 
the same day. It was treated conservatively by 
strapping and local penicillin and streptomycin, as 
it was infected. Resuturing was done on 20" day 
after operation. Nine days afterwards stitches were 
removed and the wound healed perfectly. The 
patient was examined two months later to find her 
in excellent health & strong scar. 


Group III: Case number 4, M.C.D., female, 
20myear old was explored under General 
Anaesthesia, through right para-median incision, 
for enteric perforation of the ileum. The perfo- 
ration was sutured and abdomen closed with 
drainage. Patient took ether badly and in spite of 


atropine intravenously secretions were troublesome. . 


General condition was low. Drainage tube was not 
removed as it was discharging large amount of pus. 
In spite of intravenous Tetracycline and other 
antibiotics, infection could not be controlled. She 
had persistent cough with signs of bilateral bron- 
chitis. Stitches were removed on 8" day after 
operation. The wound was grossly suppurating. 
Wound layers gradually separated and on 11" day it 
was evident that wound was disrupted. Omentum 
and intestine were adherent to the skin margin. 
They were separated under G.A. and wound was 
closed with through and through sutures. The 
wound was strapped. But she died on 15™ day in 
spite of potent antibiotics, blood transfusions, large 
doses of vitamin C, protein intravenously, etc. 


Group IV: Case number 13, T.B.K., male, 30 year 
old, was operated for acute intestinal perforation, 
through right para-median incision, under general 
anaesthesia. After suturing the perforation, 
abdomen was closed in layers without drainage. 
His general condition was good and had very 
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smooth post-operative period. Stitches were 
removed on 7" day. The wound was satisfactorily 
healed. On the 15" post-operative day, however, 
when he was getting down from the cot rather 
hurriedly, he felt something unusual under 
abdominal — support. Examination disclosed 
complete disruption of the wound. Immediate 
resuturing was done under general anaesthesia, with 
through and through sutures. Stitches were all 
removed on 7" day after resuturing, to find the 
wound healed. Patient was discharged in a good 
condition on 24" day after operation. Other usual 
treatment was also given. 


Treatment: It is needless to say that prevention is 
better than cur. Consideration of etiology indicates 
how it is to be prevented.  First-aid treatment 
consists of covering the wound with sterile towel, 
injection of Morphia to calm down the patient and 
Ryle’s tube to prevent distension. Shock should be 
treated. Depending on the condition of the patient 
and the wound, three methods of treatment are 
advocated. 


1. Packing the wound followed by strapping, e.g., 
inpatients with very low condition and grossly 
infected wound. 

2. Temporary packing and strapping followed by 
secondary suture. Essentially, it is the same as 
above, but when the wound is healing, do 
secondary suturing. 

3. Immediate suture — Usually this is possible. 
After cleaning the wound, through and through 
sutures, one inch apart and one inch to 14 inch 
from the margin, are taken. It is advised to use 
thread or stainless steel wire and to remove the 
stitches on 14" to 18" day. 


Any type of anaesthesia will do, but it 
must give good relaxation for sufficient length of 
time and it must be safe. 


Discussion: Incidence of disruption in the present 
series is rather high, 1.e., 2.91 per cent. But as 
already stated, the results obtained at different 
places in different groups of patients cannot be 
compared on statistical grounds. Effect of such 
difference is well shown by Marsh and _ his 
associates'’. They studied 500 cases of abdominal 
operations from a general hospital and 500 similar 
cases from a private hospital. Incidence of wound 
disruption was 5.8% in the first group, while it was 
only 1.6% in the second group. They pointed out 
that through and through tension sutures were 
systematically used in private patients and that the 
patients admitted to the General Hospital were 
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more ill and their nutritional state did not compare 
favourably to the private patients. Apart from the 
factor of malnutrition some of the following factors 
may be responsible for the high incidence. 


1. As it is obvious from table 4, about 6101 % of 
cases with wound disruption were admitted for 
acute abdomen. Thus, preoperative correction of 
nutritional deficiencies was impossible. 

2. Under-estimation of protein depletion, often due 
to a false sense of security, given by normal serum 
proteins. 

3. The possibility of inaccurate closure of the 
abdominal wound by inexperienced assistants 
cannot be ignored. 

4. High incidence of increased intra-abdominal 
tension in immediate post-operative period and 
routine practice of removing endotracheal tube 
when the patient comes out of anaesthesia. 


It is observed that about 72.2 % of the 
cases exhibited symptoms of post-operative 
increased intra-abdominal tension. It appears that 
this may be the most important etiological factor as 
suggested by Tweedie and Long’? who found out 
that 75 % of the patients in their series exhibited 
symptoms of cough, vomiting and distension. 
Dyke'® actually determined  experi-mentally, 
intraperitoneal pressure in human. He showed that 
the normal pressure in the supine position is about 8 
cm of water. Significant rise in the pressure occurs 
during coughing, vomiting, defaecation and 
straining on commode (but not on bed pan), etc. 
He also proved that walking; rising from bed, etc., 
do not throw any significant stress on the 
abdominal wound. Thus, early post-operative 
ambulation, if properly carried out, is not at all 
harmful. 


The patients admitted in any general 
hospital, as is ours, come mostly from poor class 
and are usually seriously ill. They are all under- 
nourished especially those with chronic infec-tion, 
malignancy, etc. However, the patients with wound 
disruption did not show uniformly low serum 
proteins. The values varied from 5.08 to 10.52 gm 
%. This confirms the importance of clinical 
judgment of the state of nutrition and that total 
serum protein concentration is not the adequate 
index of the state of protein nutrition. Because of 
this, protein requirement was underestimated. 


It is difficult to express an opinion as 
regards the technique, as comparative study was not 
possible. However, the importance of careful 
closure is well emphasized as in one case, hurried 
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and probably inaccurate closure was certainly 
responsible for wound disruption. In some of the 
cases, tension sutures were taken during the 
Operation, but in spite of this precaution wound 
disrupted. In this respect, useful reference has been 
made recently. “Retention sutures are believed by 
many to be effective, but for them to be so, they 
must be placed as closely together as the sutures 
approximating the fascial layers. A few tension 
sutures widely spaced are of little value’”"”. 


It is advised in the standard text-books that 
the stitches after secondary suturing should be 
removed on from 14" to 18" day. However, in the 
present series stitches were removed as early as on 
7 day and wound healing was satisfactory. It was 
also observed in certain cases, that even if a patient 
died, his wound was already healed nicely after 
secondary suturing. Young and his associates~” 
studied experimental wounds in rabbits and noticed 
that mean rate of healing of the secondary wounds 
was significantly faster that that of the primary 
wounds. They believed the formation of ‘wound 
healing substance” in a primary wound, but were 
doubtful about its nature. However, Savlov and 
Dunphy~! showed experimentally that there is no 
such substance which promotes healing and 
confirmed that that resutured wound heals more 
quickly and strongly than a primary wound. 
Increased tensile strength is due to proliferation of 
fibroblasts which has already occurred in a primary 
wound. Rapid healing is due to the absence of the 
lag period of 3-5 days in the secondary wound. 


Table 3 shows that there are only two 
cases in group one while there are 5 and 9 cases in 
II and UI groups respectively. This is possibly 
because the local factors in disruption of abdominal 
wounds are more important than the general 
factors. This conclusion is well supported by 
another observation that no wound disrupted after 
repair of inguinal hernia, but the wounds after 
polysthan tube drainage of Ascites in thigh muscles 
never healed primarily (other factors may be 
contributing). However, number of cases is very 
small and this observation must be confirmed in 
larger number of cases. 


Case 5 is of spontaneous rupture of 
incisional hernia. It is intentionally included to 
emphasize the late effect of defective healing. I 
have seen a second case of similar type at S.S.G. 
Hospital, Baroda, where rupture of an incisional 
hernia occurred after a strong dose of purgative. It 
is a surgical emergency and in view of the 
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treatment it is a type of wound disruption rather 
than a complication as in ventral hernia. 


Histological examination of the wound 
edge may give information about the extent of 
healing but very small number of biopsies taken 
does not permit any comment. 


As regards prognosis, it is possible to 
conclude from table 5 that it is better in groups II 
and IV, and it is bad in groups I and III. But the 
number of cases is too small to draw such 
conclusion. 


Table 5: 


Difference: II & III and III & IV significant, rest are not so. 
Summary and Conclusion: 

1. Fifty-five cases of wound disruption occurring in 
1889 major abdominal operations carried out over 7 


years are reviewed. 


References: 


19% 


2. Analysis of 18 cases of wound disruption studied 
in details is presented (occurring in about two year 
period). 


3. Attempt is made to study and review the 
problem of healing. 


4. Some important etiological factors are discussed. 


5. Cases of wound disruption are classified 
etiologically. 


In spite of the tremendous advance in 
surgical technique and anaesthesia, better pre- and 
post-operative management and better control of 
infection by the modern antibiotics, there is no 
appropriate improvement in the incidence and 
mortality of this tragic complication. This is 
indicative of our still imperfect understanding of 
the numerous factors influencing optimum wound 
healing. Further studies are essential. 
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Appendix: 


Diagnosis 


Sex 

Age 

Type of Anaethesia 
Incision 

Operation performed 


Drainage tube kept 
Serum Proteins gm % 
General Debility 
Mechanical Factors 

Cough 

Distension 

Other 


Infection 
Additional Information 


Etiological Group 
Result 


Appendix: 


Diagnosis 


Sex 

Age 

Type of Anaesthesia 
Incision 

Operation performed 


Drainage tube kept 
Serum Proteins gm % 


General Debility 
Mechanical Factors 
Cough 
Distension 
Other 


Infection 


Bile peritonitis, 
Cholecystitis 
Male 
60 yr 
General 
Rt. Paramedian 


Cholecystectomy 


+ 
7.45 


Skin excoriated, 


Injury to pancreas 
during exploration 


Il 


Burst Ventral 
Hernia 
Female 
35 yr 
General 


Repair 


H/o having lifted 
Heavy weight 


Cirrhosis 
Male 
50 yr 
General 
Rt. Paramedian 
Hepatic artery 
Ligation 


8.65 


Ascites, 
Hiccough 
Pink discharge 
from the wound 
after 6" day 


II 


Sigmoid Colon 
Volvulus & cyst 
Female 
22iyt 
General 
Rt. Paramedian 
Primary resection, 

Anaestomosis, 
Excision of cyst 
7 
7.8 


Intestinal 
Perforation 
Female 
18 yr 
General 
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Enteric 


Perforation 


Female 
20 yr 
General 


Rt. Paramedian | Rt. Paramedian 


Exploratory 
Laparotomy 
+ 
5.8 


Restlessness 


+ 
H/O Delivery 
15 days back, 
Developed 
Bed Sore 
Ill 


Suturing 


+ 
N.A. 


Infection could 
not be controlled 


even with 


Tetramycin 


Il 


..... continued 


Liver Cirrhosis 


Male 
45 yr 
General 


Rt. Paramedian 
Coeliac axis 


Ligation 


5.8 


Ascites 


Duodenal Ulcer, 
Gall stones 
Male 
60 yr 
General 
Rt. Paramedian 
Gastrojeju- 
nostomy, 
Cho-tectomy 
+ 
Tle 


H/o having undergone | Hurried closure Patient mentally General 
11 operations, thin of abdomen, deranged and not condition was 
scar lower abdomen Pink discharge cooperative good throughout 
Etiological Group IV I] Ill I 


Result Cured Cured Died Cured 


Additional Information 
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Appendix: 


Case No. 


Diagnosis 


SeX 
Age 
Type of Anaesthesia 
Incision 
Operation performed 
Drainage tube kept 
Serum Proteins gm % 
General Debility 
Mechanical Factors 
Cough 
Distension 
Other 
Infection 
Additional Information 


Etiological Group 
Result 


Appendix: 


Diagnosis 


Sex 
Age ; 
Type of Anaesthesia 
Incision 
Operation performed 
Drainage tube kept 
Serum Proteins gm % 
General Debility 
Mechanical Factors 

Cough 

Distension 

Other 


Infection 
Additional Information 


Etiological Group 
Result 


Incisional Hernia 


Male 
65 yr 
General 
Eleptical 
Mayo’s operation 


6.8 


Vomiting 


H/o Appendisectomy, 
Profuse vomiting 
Ill 

Died 


Acute obstructive 
Cholecystitis 
Male 
40 yr 
General 
Rt. Paramedian 
Cholecystectomy 
as 
pe 


General Condition 
was very low 


Ill 
Died 


Perforated malignant 
Ulcer, stomach 
Male 
50 yr 
General 
Rt. Paramedian 
Suturing 


6.24 


Developed Bed-sore 


few days before death 


I 
Died 


Perforation Ileum 


Male 
30 yr 
General 
Rt. Paramedian 
Suturing 


6.9 


General Condition 
was good 
throughout 

IV 
Cured 


Cephalopelvic 
Disproportion 


Rt. Paramedian 
Caeserian Section 


Pink Discharge, 
H/o two previous 
Caeserian Sections 


..... continued 


Enteric 
Perforation 
Male 
35 yr 
General 
Rt. Paramedian 
Suturing 


Distension 
+ 
Intestinal obstruction 
2 days before death 
Ill 


aM Mees continued 


Female 
20 yr 
General 


7.8 
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Carcinoma 
Stomach 


Male 


55.Yr 
General 
Rt. Paramedian 
Laparotomy 


Eractations and 
Ascites 


II 
Cured 


Secondaries in 
the Liver 
detected 


Il 


Discharged 
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Diagnosis 


Sex 

Age 

Type of Anaesthesia 
Incision 

Operation performed 


Drainage tube kept 
Serum Proteins gm % 
General Debility 
Mechanical Factors 
Cough 
Distension 
Other 
Infection 
Additional Information 


Chronic 
Cholecystitis 
Male 
22 yt 
General 
Rt. Paramedian 
Cholecystectomy 


4 
8.22 


“bE 
Conservative treatment 


Duodenal Ulcer 


Male 
28 yr 
General 
Rt. Paramedian 
Partial Gastectomy, 
Appendectomy - 


dns 


201 


..... continued 


Intestinal 
Perforation 
Female 
5 yr 
General 
Rt. Paramedian 
Suturing 


+4 
7.28 


Dead roundworms 
present in peritoneal 
cavity. Patient was 
in profound shock for 
36 hr. after operation. 


Dehydration, 
Bed-sores 2 days 
after Disruption 


due to partial 
Disruption 


Etiological Group 
Result 


General peritonitis. 
Ill 
Died 


Dissertation submitted for M.S. (General Surgery) Examination, University of Poona. 
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LH INSIGHTS IN PREVENTION AND IMPLICATIONS 
IN PRACTICE OF PREVENTIVE MDICINE & PUBLIC HEALTH 


Introduction: 


Prevention is much talked about in all 
spheres of life. However, it is poorly practised. 
This is true of every aspect of human way of life. 
Whereas prevention is an anticipatory measure, 
man generally reacts or responds post-facto to an 
event or situation he/she comes across. Things are 
washed when they get dirty. Clothes are never 
stitched in time so as to save seven. Machines and 
equipment are used till they fail to function. Pre- 
ventive maintenance is hardly ever practiced except 
perhaps in the case of aircraft. Well proven safety 
measures such as use of helmets are even opposed 
by the activists. Hazardous habits such as abuse of 
tobacco, alcohol and narcotic drugs are rampant in 
all communities world over. Most accidents are 
preventable. However, accident is already a major 
cause of death. Importance of health is realized 
only when it is lost. Awareness comes when it is 
rather late, e.g., old age, obesity, etc. 


Large scale non-compliance and even non- 
acceptance of measures and practices recommended 
and prescribed in disciplines of public health and 
preventive medicine should be viewed with this 
backdrop and social settings. Democratic principles 
value and talk of human rights, but ingrained 
responsibility and collective welfare are 
overlooked. It is argued that ‘the developed 
countries of Europe and America, although 
enlightened democracies, have implemented public 
health measures in which individual human rights 
have been overruled completely for the benefit of 


Figure I: [//ustrations of the Five Levels of Prevention’ 


PRECLINICAL AND 
EARLY DISEASE 


CARLY DIAGNOSIS AND 
PROMPT TREATMENT 
B . 


SECONDARY 
PREVENTION 


the health of the population as a whole’.! On the 
abuse of tobacco, Mackenbach! concludes that ‘the 
rightness or wrongness of actions is not only, and 
perhaps not even primarily, dependent on their 
consequences’. Right and wrong things are not 
absolute, but are circumstantial. There are ethical 
and other social aspects also. American Public 
Health Association, in its Code of Ethics, states that 
‘public health should achieve community health in 
a way that respects the rights of individuals in the 
community’. ‘Public health policies, programmes, 
and principles should be developed and evaluated 
through processes that ensure an opportunity for 
input from community members’.” 


In view of the foregoing, it is proposed to 
examine critically current practice of prevention in 
clinical medicine and public health. 


Five Levels of Prevention: 


The wide scope for preventive measures 
has been brought out explicitly by Leavell & Clark 
through their five levels of prevention. These are: 
(1) health promotion, (2) specific protection, (3) 
early diagnosis and prompt treatment, (4) 
Limitation of disability, and (5) rehabilitation. 
Figure I illustrate these levels. The first two 
constitute primary prevention. The third is an 
example of secondary prevention. The fourth and 
fifth levels form tertiary prevention. Primary 
prevention is essentially a domain of public health 
practice. Secondary and tertiary preventions are 
largely the functions of integrated medical care. 


hat 
SS 
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It is often said that prevention is cheaper than 
cure. Perhaps this may be true in the case of 
medical practice and personal care, e.g., early 
diagnosis and prompt treatment of pulmonary 
tuberculosis or immunization of infants against 
childhood diseases such as diphtheria, whooping 
cough, measles, etc. Whereas cost of immunization 
of a single child may be low, the expenditures on 
immunization programme for a community will be 
quite high than the cost of treating cases of the 
relevant infections. In immunization programme 
vulnerable child population has to be covered 
entirely and for all times to come. With the success 
of immunization programme, comparatively the 
cost of treatment will be negligible than that the 
high expenditures on maintaining immunization 
status. It is mainly because of the economic 
consideration the rich developed countries opted 
and financed global eradication of smallpox. The 
benefit to the third world countries of eradication 
was a bye product. In addition to preventing 
mortality, morbidity and disablement due to several 
common communicable infections, immunization 
results in many social benefits. 


Public Health: 


For promotion of health status and the 
control and prevention of disease, primary 
preventive measures are most efficient tools. 
Health promotion measures such as environmental 
sanitation and hygiene, education, proper and 
adequate nutrition, healthy life style, and behaviour 
and mind-set congenial to health will prevent 
almost all ailments. These primary measures are 
costly and demanding because of need for totality 
and continuity of coverage. Most of the primary 
preventive measures are difficult adopt and 
institutionalized. Major constraints are adverse 
community and personal behaviour which result in 
non-compliance and even non-acceptance of 
recommended measures. The task to bring about 
required change in behavioural is very difficult and 
often impossible. Soon after independence, 
development of public health system started well in 
India on a reasonably sound footing. Most of the 
epidemic diseases such as malaria, plague and 
cholera were brought under control. In dealing 
with the problem of rapid growth of population, the 
very key, integrated approach, of management of 
health services was ignored. In the first place, 
population growth being a demographic issue 
should have been dealt by the Social Welfare 
Department. The subject was given to Public 
Health Department. This item should have been 
integrated as a part and parcel of classical Maternal 
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and Child Health (MCH) component of public 
health services. But a separate Department of 
Family Planning was established and the Ministry 
was of Health and Family Planning with separate 
Secretaries. Family planning programme was taken 
with obsession. As a result the developing public 
health system was gradually consumed and became 
moribund. Classical MCH services, very core of 
small family norm was wiped out. ANM?’s sole 
work was to bring ‘cases’ for tubectomy. Despite 
all this the population growth continued. As a 
remedial measure MCH which was further diluted 
with stress on immunization, was integrated with 
Family Welfare. As expected this move also failed. 
Recommendation of the International Conference at 
Cairo was found handy. Thus was born the 
Reproductive and Child Health (RCH) programme. 
Sadly, just change in names does not make the 
grade. Belated though, now the _ separate 
Department of Family Welfare has been abolished 
and integrated into the Department of Health. 
Nevertheless, the basic troubles continue. 


The poor and developing countries have 
high disease burden. Their financial resources and 
infrastructural facilities are limited. As a result, 
curative medical care which people demand gets 
priority and public health receive low priority. At 
best, public health services attempt to control and 
contain epidemics. Basic public health measures to 
promote health are either ignored or given low 
priority and allocation of funds. What suffers badly 
in the process is training of public health 
specialists, epidemiologists, public health engineers 
and other man-power. 


Whenever medical services get preference, 
prestige of the clinical specialists get enhanced. 
Their opinions influence and shape ‘health’ policy. 
As a natural consequence, for the control and 
prevention secondary preventive measures are 
chosen over primary prevention. It is neither 
realized nor recognized that secondary preventive 
measures such as early diagnosis and prompt 
treatment may reduce prevalence of diseases but 
will not lower incidence rate, 1.e., new cases will 
continue to occur at same rate. This is one of the 
reasons of failure of the national programmes such 
as for control of tuberculosis. 


Epidemiology in public health practice 
plays the same role as the diagnosis of patient in 
practice of medicine. Epidemiology serves as a 
tool for community diagnosis. By establishing 
cause-effect relationship, classical epidemiology 
helps to find out the factors that determine public 
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health problems, design appropriate interventions, 
and test them for feasibility and efficacy. With 
declining importance of public health, traditional 
epidemiology is also waning. Instead of 
determining cause-effect relationship, modern 
epidemiologists have become statisticians and 
report so-called ‘risk factors’. Knowledge of ‘risk 
factors’ in the non-communicable diseases might 
have made some persons conscious, but has made 
no impact on the occurrence of the diseases of 
affluence, viz. diabetes, hypertension, cardio- 
vascular ailments, cancer, etc. 


Lack of epidemiological approach is also 
evident in the recent Report of the National 
Commission on Microeconomics and Health.” It 
states that the promotion of health is of 
fundamental value in and of itself. It systematically 
identifies and analyzes the problems and constrains. 
It includes some indispensable solutions. However, 
it its section V on conclusions and recommend- 
dations, public health and promotion are missing 
glaringly. 


National Rural Health Mission’, 2005- 


2012, is the latest rhetoric. Philosophy and concept . 


are basically similar to those of provision of Health 
For All through primary health care approach. The 
bottle and the label are new. It seems that no lesson 
has been learnt from the failure of Health For All 
by the year 2000. Nevertheless, intension is good. 
The scheme has been scrutinized by many and 
some concerns expressed.° Approach is more 
cautious. It rightly envisages integration of several 
health programmes. The Mission will specially 
focus on 18 Northern States which are lagging 
behind and relatively less developed or are 
otherwise problematic. Still the unresolved 
questions are of accountability, management, 
authentic decentralized governance, empowerment 
of people. Will this Mission place people’s health 
in people’s hands? This positive move may 
strengthen public health system only if Panchayati 
Raj Institutions are given necessary authority and 
resources, and are freed from the clutches of 
bureaucrats. 


Globalization: Historically, the concept of Health 
For All dates back to the Vedic period. It is aptly 
expressed in an ancient Sanskrit verse: Sarve santu 
niramayaha. Colloquially it means “Let all be 
healthy”. Ayurveda emphasizes health promotion 
by prescribing daily activities of life, dina charya’. 
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Following the Alma-Ata Declaration of September 
1978, India’s national health policy 1982, was 
aimed at attaining an acceptable level of health for 
all the people by the year 2000. But that did not 
happen in India as in other developing countries. In 
both the rich and poor countries, there was 
“nrofound lack of understanding of the basic 
philosophy of the Alma Ata Declaration of 
entrusting people’s health in people’s hands”. 
With worldwide failure, there was summersault 
from primary public health measures. International 
agencies. started advocating and supporting 
‘vertical’ programmes incorporating multi-drug 
therapies, risk factors and secondary preventive 
measures. Despite massive expenditures perfor- 
mance is not satisfactory. 


International organizations, in the name of 
assistance, have thrust experiences of the developed 
countries of the West on the health problems of the 
developing and poor countries of the East. Since 
such experiences are often not relevant to public 
health problems and issues in these countries, 
internationally advocated programmes are neither 
appropriate nor effective nor cost-effective. 
Further, national priorities get distorted because of 
the agenda of the donor agencies. There are several 
examples, viz. Revised Tuberculosis Control 
Programme, DOT; Pulse Polio Programme; AIDS 
and HIV Control Programme. The basic issues are 
poverty, want of equity, social injustice, ignorance, 
etc. These require primary preventive and 
promotional measures. In brief, the current 
‘International Initiatives’ are very anti-thesis of 
classical public health practices. 


The best illustration of distorted priorities 
as a result of the agenda of funding agencies is best 
provided by HIV/AIDS. Prioritization in public 
health should be based on the extent of mortality 
and morbidity of the disease, economic and social 
loss, and availability of cost-effective and feasible 
preventive and control measures. What is 
surprising is the high priority accorded to 
HIV/AIDS when these criteria are not satisfied. If 
the fundamental malady is poverty with 15 to 20 
million poor people, this gets highest priority. 
Worse is that, this is being done when tuberculosis, 
diarrhoea and acute respiratory infections in under 
five children, rabies, etc., are neglected when they 
cause much more morbidity and _ mortality, 
economic loss, and against which control measures 
are simple, well known and effective. See Table Lc 
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Table 1: Comparative Disease Burden in India 


Disease 


Cardiovascular diseases 
Respiratory infections 
Diarrhoeal diseases 
AIDS (1996-2001) 


1. HIV positive 3.86 million in 2000. 


3. Reported deaths due to AIDS in 15 years. 
14,000 reported (estimated 2.5 million) 
4. No curative treatment available. 
Treatment is costly for most patients. 
5. Except controlling promiscuity, no other 
Control measure is effective. 


Preventive Medicine: 


By definition public health discipline 
incorporates medicine, including preventive 
medicine. Here deliberations are confined to 
practice of prevention in medical practice. It is 
now recognized worldwide that clinical medicine 
should incorporate prevention also. It is seen at its 
best in immunization, growth monitoring, etc., 
becoming integral part of paediatric practice; and 
antenatal and post-natal care being taken as priority 
by the obstetricians. However, in reality, 
prevention has been practiced by the surgeons since 
ancient days starting with Baron Joseph Lister, 
father of antiseptic surgery. Without advent of 
asepsis and sophistication of aseptic techniques, 
sort of a primary preventive measure, modern 
super-surgery would have not been possible. 


Departments of Preventive and Social 
Medicine / Community Medicine, etc., were created 
with an _ objective of incorporating disease 
prevention and health promotion into the practice of 
clinical medicine. The Bhore Committee'® was first 
to indicate that India needs a ‘Social Physician’. 
The departments were required to train the future 
general practitioners in the skills of communication 
and educating people on health and related matters. 
For one or other reason this has not happened. As 
mentioned earlier, the only exceptions are the 
disciplines of paediatrics and obstetrics. Early 
diagnosis and prompt treatment are the part and 
parcel of clinical medicine. This is not in evidence. 


Number of Deaths per year 


2.82 million 
0.99 million 
0.71 million 
2,324 


HIV/AIDS 


2. Reported cases of AIDS: 7,012 in 15 years. 


Tuberculosis 


1. Tuberculin positive rate: 85% among 
persons > 25 years. 

2. Cases of tuberculosis: 15 million 

3. Number of deaths: 0.5 to 0.7 million 
every year. 

4. Curative treatment is effective & cheap. 
Duration is limited to about a year. 

5. Available control measures are effective. 


Pulmonary tuberculosis is not diagnosed early 
despite the fact that persons with early symptoms 
do go to doctor for treatment within a few weeks of 
onset. It is observed that on average it takes six 
months before tuberculosis is suspected and 
diagnosed. Leprosy can be easily suspected and 
diagnosed if doctor examines a person without 
clothes and looks for non-itching patch on the skin, 
at least once a year. However, it takes couple of 
years before diagnosis of leprosy is made. 
Diphtheria can be easily diagnosed if mouth of 
every child with even mild fever, is examined 
routinely. 


Non-communicable_ diseases such as 
diabetes, high blood pressure, glaucoma, cancer, 
etc., are characteristically asymptomatic for even 
years. Health education and periodic health check- 
up early diagnosis is possible. Thus, tertiary 
prevention is possible for avoiding complications. 
Such attempts are on the increase, but still 
uncommon in_ general practice of medicine. 
Symptom-less case of diabetes, high blood 
pressure, glaucoma and conditions such as obesity 
are now-a-days advocated to take treatment. This 
practice will certainly help to prevent much of 
morbidity, disablement and mortality. However, 
such secondary preventive measures will have no 
effect on the incidence of these conditions. In order 
to lower incidence rate, primary preventive 
measures are needed. _ Fortunately, many of these 
measures are common to several of the non- 
communicable diseases. Many specialists do 
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recommend exercise, rationalization of diet, giving 
up smoking and drinking alcohol, taking holidays, 
and so on. However, only in the Scandinavian 
countries there are organized integrated 
programmes to prevent over-weight, rationalize 
selection of foods and eating habits, promote 
exercise, prevent use of tobacco, etc. 


Specific protective measures are however 
getting roots in clinical practice. Tetanus toxoide is 
invariably administered in cases of accidental 
wound. Vitamins are prescribed routinely, through 
irrationally. Antibiotics are being used to prevent 
pneumonia in children. Surprisingly, in surgical 
practice, some surgeons and hospitals are neither 
adequately strict nor particular. Well established 
disinfection and aseptic techniques are not 
scrupulously followed or even ignored. Because of 
this secondary and cross infections are commonly 
encountered. 


Communication and Counselling: 


In most of instances, prevention is an 
active process on the part of the beneficiary. 
Naturally, prerequisite is having appropriate 
knowledge and willingness for action. It is in this 
regard health education becomes integral part of 
public health services. In early days efforts of to 
education were half-hearted, Health Educator was 
to do the job and education remained confined to 
different disease control and family welfare 
programmes. Impact was not apparent because of 
failure to communicate effectively. Then approach 
was changed to IEC (Information, Education and 
Communication) during the last decade. The 
beaten path was followed without assessing the 
impact. There was neither talk of collaboration nor 
any dialogue with Education Ministry. Attempts 
such as holding village meetings were made to 
introduce two-way interpersonal communication. 
Yet the outcome was not satisfactory. Involvement 
and participation of the people was not materialized 
for all practical purposes. 


“It is universal experience that 
information, knowledge per se does not necessarily 
result in appropriate or expected change in human 
behaviour. There are several personal, cultural and 
traditional, situational and circumstantial, and other 
factors influencing behaviour. Further, behaviour 
may take different and very diverse forms and may 
change over time and situation. With this 
realization, IEC strategy has been changed to CBC 
(Communication for Behavioural change). 
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However, our knowledge of behaviour 1s very 
incomplete. How do the rumors spread so 
effectively and people act on the information? The 
rumors such as God Ganpati’s idol drinking milk or 
of Hanuman sweating got widely spread not only 
all over India but also far of in U.S.A. Negative 
health habits such as use of tobacco and alcoholic 
drinks are highly contagious, but it is hard to 
inculcate positive health behaviours such as 
exercise, regularity and moderation, lifestyle 
changes, or giving up smoking. How these 
adversities get communicated so well, easily and 
rapidly? Why we are not researching? “Tonics” are 
very popular although none of them have scientific 
justification. Nevertheless even the qualified 
doctors and consultants prescribe them. Many 
doctors do smoke despite the knowledge of the 
harm; they also consume antibiotics when they 
themselves get common cold. Failures of 
communication are plenty. Can we learn more 
about why and how of the failures?” ‘s 


It is in this respect, counselling service by 
an appropriately trained person will be useful in 
promoting preventive and promotion actions by the 
people. 


How to go about? 


Prevention implies taking advance 
measures against something possible or probable. 
Five pillars on which prevention rests are: (a) 
Appropriate Mind-set, i.e., forethought to avoid 
risky or hazardous event, or unwelcome or 
disagreeable outcome, and faith (b) Anticipation, 
i.e., a prior action that takes into account or 
forestalls a later happening, or visualization of a 
future event or state, (c) Knowledge, i.e., thorough 
understanding of current or proposed activity or 
event and possible unwanted outcomes, etc., (d) 
Availability and awareness of the measures or tools 
to stop anticipated risks or hazardous event, or 
unwelcome or disagreeable outcome, and (e) 
Ability, willingness, competence and scope to 
apply and effectively use all the possible preventive 
measures or actions well in time and efficiently. 
See figure II. 


Faith, culture, belief and traditions influence 
one’s mindset. All these are good instances of 
strong and lasting behaviour. Very often these are 
handed down from one generation to another 
especially orally by usage. These will ultimately 
institutionalized prevention practices in the society. 
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Figure II: Five Pillars of Prevention 


Appropriate Mind-set 


Anticipation 
Prevention 


Availability, 
Awareness of 
Measures 


It is noteworthy that the damage done by 
blind faith in science and technology, without 
unequivocal evidence, is plenty. The example of the 
wide spread (mis)use of tonics, hormones and 
antibiotics. The most damaging is the recent 
advocacy of the use of condom as a ‘public health 
measure’ for the prevention and control of new 
venereal disease AIDS and HIV infection. Worse is 
that this is being done with total disregard to sex 
behavior vis-a-vis the well established cultural, 
ethical and traditional social values. 


In any society, common man tends to fall 
in line with majority. Therefore, if preventive 
measure such an immunization or antenatal care is 
routinely followed by the majority, others are likely 
to fall in line. As in case of herd immunity, critical 
levels of practice followers, to be attained for 
various preventions are worth to be researched on. 


Knowledge 


Ability, Willingness, 
Competence and 
Scope to Act 


Materialism has made life artificial. 
Ecological disturbance and imbalance is causing 
mental stress and_ psychological problems. 
Consequently, traditional spirituality is coming in 
vogue. Green movement is taking roots in countries 
such as Germany, France, Italy, UK and USA. The 
aim is on voluntary simplicity and ‘downsizing’ of 
lifestyles. Lesson is to hold on to our simplicity. 
Science and technology, and spirituality are not 
contradictory. 


Prevention at personal level is invaluable. 
However, for purposes of public health it has to be 
priority and routine community activity. To this 
objective and effect, there is urgent need to have 
insight into social action. The elements of social 
action are shown in Figure III. The process of 
social action consists of three phases, viz. 
Preparation, Intervention and Sustenance. 


Figure III: Elements of Social Action 


Leadership 


Motivation 
Organization 


Group of people 


Net-working 


Strategy and Policy 
Resource Mobilization 


Situation 
+—_________» 


Willingness to act 
Logistic Support 
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The major factors on which social action 
depends include the following: 


|. Nature and magnitude of situation or issue or the 
problem, place and time. 

2. Characteristics of the people, culture, socio- 

economic conditions, and other attributes. 

_ Leadership types, qualities and effectiveness. 

4. Motivation, commitment, training and 
organization. 

5. Strategy, policy, resource mobilization and 
management. 

6. Willingness to act, logistic supports, team-work, 
etc. 

7. Political system and situation. 


ee) 


Leadership plays an important role. 
Leadership may be inborn or acquired. Leader may 
be active or latent. Leadership will get activated 
depending on several motivating factors such as 
nature and magnitude of situation/issue/problem, 
place and time of the event, characteristics of the 
people involved, etc. The three phases of social 
action are elaborated below: 


Preparatory Phase — It includes recognition and 
definition of problem or issue or a situation that 
need t be tackled. Situational analysis is important 
in this regard. This should lead to motivation and 
decision to react. Policy and strategies are to be 
formulated. Objectives are to be set and expected 
outcome has to be agreed upon. Accordingly people 
are to be organized and trained, and resources are 
mobilized. Information, communication and 
training are the cardinal factors for mobilization 
and motivation of the people. Plan for action has to 
be prepared. 


References: 
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Intervention Phase — Actions are initiated as 
prearranged. It may be a big assault with a bang, or 
gathers momentum and impetus till a critical mass 
develops. Streamlining and mid-term assessment 
and corrections may be necessary. Depending on 
objectives, the actions continue till sufficient 
strength is acquired. Mass movement may be 
desired. Continuous review and monitoring are 
necessary. Success depends upon effective 
leadership and community organization. 


Sustenance Phase — Impact evaluation is important. 
Corrections and modifications are to be 
accomplished. The objectives may change and new 
plans may be necessary. Long term human resource 
development, further development and mobilization 
of resources, logistics and linkages with other 
social systems or communities may be required. 
Social action may become a part of life, a tradition 
or a cultural characteristic. Most critical input in 
this regard is availability of people to take 
initiative, organize people and ensure continued 
individual and social actions in favour of 
prevention and human welfare. 


The process of social change may not, 
however, follow the above sequence, and the 
importance or priority that any of the constituents 
may vary from people to people, situations and time 
to time. It is also important to note the relationship 
between the extent and scope of social action vis-a- 
vis its impact and sustenance. If social action is 
restricted to a single behaviour, e.g., immunization, 
impact will be restricted. But if the social action 1s 
directed to multiple or groups of behavior, e.g., 
lifestyle factors, the effect is likely to be 
pronounced and lasting. 
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4. Role of Hospitals in Public Health System 


The modern hospitals for personal medical 
care came into existence from the beginning of the 
20" Century. Since then their set-up is continuously 
changing so as to accommodate rapid advances in 
science and technology. Philanthropic consideration 
has virtually gone. During the last two decades, 
with the growing concept of graded services for the 
primary health care, a new public health and socio- 
cultural dimension has been added to the roles 
which our hospitals are required to play. 


The primary considerations in hospital 
management are: (a) Appropriateness, quality and 
efficacy of treatment vis-a-vis diagnosis of the 
ailment, (b) Satisfaction of the patient and close 
relatives regarding the services and conduct, and (c) 
Cost-effectiveness and ethics. In one set of the 
hospitals such as those managed by the 
Government and some Voluntary Organizations, 
provision of medical care to the patient gets priority 
over financial consideration; while for majority of 
the hospitals in the private sector, fiscal profits is 
the main concern. Secondary health care hospitals 
provide services by the basic medical and surgical 
specialists. On the other hand, tertiary health care 
hospitals offer sophisticated diagnostic and 
treatment facilities by the super-specialists. With 
emergence of the corporate sector which is now 
establishing super-speciality five-star hospitals, 
hospital service has become a matter of business. 
As a globalization effect, now ‘medical tourism’ 
has started surfacing in the metropolitan cities. 
With these differences in the backdrop and hospital 
settings, there will be considerable variation and 
differences in the management of diverse types of 
the hospitals. 


I do not propose to talk on_ the 
conventional personal medical services the 
hospitals are required to provide to the patients. 
Instead, I want to focus on ten services which are 
often overlooked or even neglected in day-to-day: 
hospital practice. 


1. Referral Services: These are supportive to the 
primary medical and health care provided either by 
the private medical practitioners or the public sector 
institutions such as the Primary Health Centres. The 
services include investigations and _ diagnosis, 
special treatment and/or surgery, and counselling 
and advice which may be provided in the traditional 
manner or with the use of modern multi-media two- 
way communication. The first level referral service 


is provided by the basic consultants such as 
physicians, surgeons, etc., and the second level is 
served by the super-specialists. To be effective, 
this referral service should be two-way, i.e., the 
hospital has to report back to the originator for 
follow-up actions, etc. 


2. Disease Control: Excluding preventive medical 
care, this includes (a) notification of all diseases 
and conditions as required by the local and State 
authorities. (b) Referral to the local infectious 
disease hospital as and when_ indicated. (c) 
Concurrent and terminal disinfection as may be 
required. (d) Appropriate measures to ensure spread 
of infection to the attending staff and other 
contacts, etc. 


3. Community Requirements: Briefly this 
includes: (a) Registration of births, deaths, 
stillbirths and abortions. (b) Certification of the 
cause of death in the international standard form. 
(c) Medico-legal work, including post-mortem 
examination. (d) Cold storage for dead bodies. (e) 
Provision for transport of the dead patients. 


4. Preventive Medical Care: This should cover 
all the five-levels of prevention, e.g., (i) Health 
Promotion: Counselling Centre, Health Education 
Service, Exhibitions, TV and Radio programmes, 
sanitary disposal of hospital wastes, etc. (ii) 
Specific Protection: Immunization, Nutritional care 
for prevention of anaemia, vitamin deficiency 
disorders, Sterilization and Aseptic techniques, air- 
locks and screens in operation theaters, prevention 
of cross-infections, etc. (iii) Early Diagnosis and 
Prompt Treatment: Suspicion and investigation for 
cases of pulmonary tuberculosis and _ leprosy, 
Maternal and Child Health Clinics, Laboratory and 
other diagnostic services for detection of early 
infections and growths, General Health Check-up, 
Cancer Detection Centre, Diabetic Clinic, etc. (iv) 
Disability Prevention: Measures such as 
keratoplasty, Timely splinting and prevention of 
stretching of paralyzed muscles in Poliomyelitis, 
repair of inguinal hernia, and (v) Rehabilitation: 
Physiotherapy and Reconstructive Surgery, etc. 


5. Trauma Centre: This includes casualty service, 
ambulance, blood-bank and communication net- 


work. 


6. Medical Social Services: Welfare services to 
the patients and their visitors, care of the poor and 
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have-nots, solving problems of discharged patients, 
Insurance schemes, general cleanliness and tidiness 
of the hospital, etc. 


7. Education and Training: This should not be 
merely directed to acquisition of knowledge and 
skill, but the aim should be the effective application 
of knowledge and skill in varied situations. 
Emotional and psychological preparation of the 
students is important. Hospital should find ways for 
better understanding of the total environment so 
that the students can understand the significance of 
the ecological balance in health and disease in 
particular and human welfare generally. Teaching 
hospitals continue to train doctors to use diagnostic 
and treatment methods which are not applicable to 
most of the patients who go to the general 
practitioner for relief from simple ailments. Such 
doctors neither find challenge in dealing with the 
common ailments of the people nor in prevention of 
disease and promotion of health. It is here that a 
teaching hospital should have close collaboration 
with the local health services. It is needless to 
emphasize importance of training of nurses, 
technicians, paramedics & aides. Doing is the best 
way of learning. Thus, hands-on training , 
internship and residency assume great importance. 


8. Community Service: In stead of working 
within the compound of the hospital, it is desirable 
to extend the services to the community at large, 
both urban and rural. Many years back we added 
General Practice Wing to the set-up of OPD of the 
Sassoon General Hospitals, and linked it with the 
Speciality wings. The hospital not only provided 
comprehensive medical care to the people through 
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its general practice wing, but also become a focal 
point of community health care of the Mangalwar 
Peth Slum area. In this endeavour, it was essential 
to develop and promote active partnership with the 
local health authorities and the general practitioners 
in the area. The community health services 
established at ten Health Clinics of the Rural Health 
Centre. Sirur, were internationally recognized. As 
a result revised rural internship of six months 
duration was implemented in 23 Primary Health 
Centres. These unique projects were neglected and 
eventually closed except some rudiments at the 
Urban Health and Sirur Centres of BJ Medical 
College, Pune. 


9, Modern management procedures: These 
cover areas such as_ contractual services, 
cleanliness, hygiene and sanitation, inventory 


control, rationalization of the use of drugs, net- 
work analysis, epidemiological investigations, 
record and retrieval system, making hospital 
patient-centric, etc. 


10. Research: The research should be for the 
advancement of science and social welfare. 

This should include areas such as clinical, bio- 
medical, community services, health policy, etc. It 
should be realized that finding solutions to field 
problems is not less formidable or less challenging 
than clinical research. In fact, to my way of 
thinking the field work & effective application of 
knowledge in a community are much more 
demanding and difficult than the work in hospital 
and laboratory. 
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1. Synopsis of Panchayati Raj System in Maharashtra 


Introduction: Village community or Panchayat 
has been in existence in India since Vedic times. 
These ‘little republics’ were almost independent of 
outside people in civil and social affairs. This 
system existed even during the foreign rules. In 
general, these traditional Panchayats have 
weakened in many areas, while in many tribal 
villages they continue to be strong. Local Self- 
governments such as municipalities were 
established by the British. However, these were 
largely controlled by the British officers.. After 
independence, the process of democratic 
decentralization was initiated and progressively 
advanced on the recommendations of several 
committees, e.g., Balwent Rai Mehta in 1958, 
Ashok Mehta in 1977, and Singhhvi in 1986, 
culminating in the 73" and 74" Amendments of the 
Constitution in 1993, 


The Government of Maharashtra appointed the 
Naik Committee on Democratic decentralization in 
1960 to study the Mehta Committee recommenda- 
tions. In 1961 the Maharashtra Zilla Parishad and 
Panchayat Samities Act was enacted. Accordingly, 
Zilla Parishad (ZP) and Panchayat Samities (PS) 
were established in all districts in Maharashtra from 
1° May 1962. Village or Gram Panchyats (GP) was 
already there established under the Bombay Village 
Panchayat Act 1958. Maharashtra Pancha-yat Act 
(1994) replaced the Maharashtra Zilla Parishad and 
Panchayat Samities Act and the Bombay Village 
Panchayat Act. In accordance with the 73" 
Constitutional amendment and the report of the 
evaluation committee of the Panchayat Raj System 
in Maharashtra, most of the remaining 
developmental schemes and programmes, including 
for health, were transferred to the Zilla Parishads 
from 9" October 2000. 


Panchayati Raj Institutions (PRIs): This is three- 
tier structure of the local self-government institu- 
tions in the rural areas from villages to the district, 
viz. Zilla Parishad at district level, Panchayat 
Samities (Mandal Parishad) at Block level, and 
Gram Panchayat at village level. The adult 
villagers constitute Gram Sabha (GS). Finance 
Commission has to be constituted to review the 
financial position of the GPs and to make 
recommendations to the Governor about distribu- 
tion between the State and GPs of the State 
resources. In all the PRIs, for the backward classes 
27 per cent and for women 30 per cent of the seats 
are reserved. 


Zilla Parishad in Maharashtra is a strong 
executive corporate authority. ZP is a body of 50- 
75 members, one for 35,000 population, who are 
elected by the people in the district. The chair- 
persons of the PS are ex-officio members of ZP. 
Chairpersons of the Credit Marketing, Industrial 
and Co-operative Societies are associate councilors, 
so also district officer of the Maharashtra State Co- 
operative Agriculture and Rural Development 
Bank. Its chief is the President who is elected by 
the members of the ZP and is given the status of 
Dy. Minister. The Chief Executive Officer (CEO) 
of the ZP is an IAS officer in the rank of a 
Collector and is nominated by the Government. It 
has two Dy. CEOs who belong to the ZP district 
cadre. By resolution of 1/3 members of ZP, CEO 
has to be withdrawn by the Government. However, 
the Collector has been dissociated from the internal 
functioning of the ZP and district level schemes are 
transferred to ZP. ZP has not only traditional civic 
functions, but also developmental and regulatory 
functions. Functions of the ZPs are carried out by 
Standing Committees and seven subject commit- 
tees, e.g., Finance, Social Welfare, Agriculture, 
Education and Health. Each committee consists of 
8 to 10 councilors and has power to co-opt two 
experts as associate members. Financial support to 
PRIs has been institutionalized. ZP has district 
fund at its disposal, but ZPs are largely dependent 
on government grants. The Act lists 129 functions 
all of which are concurrent subjects. Execution and 
maintenance of developmental schemes related to 
the subjects such as agriculture, education and 
public health is the responsibility on ZP. Execution 
and maintenance of the schemes transferred to it by 
the State Government, or entrusted on an agency 
basis, is ZP’s function. District Service ZP cadre is 
a special and unique feature of ZPs in Maharashtra. 
Included under this cadre are the Dy. CEOs, BDOs, 
Cl WI and Cl IV categories of all employees 
including health staff, ministerial staff in all PRIs, 
village development officer, etc. Without any 
material changes, ZPs have been able to sustain 
during last 40 years. The dynamic changes in 
social, economic and political environment in the 
rural areas of Maharashtra, is proof enough of their 
viability. 


Panchayat Samiti is regional or Block level 
executive non-corporate statutory committee. It has 
one elected member for each constituency of 
17,500 populations. PS has consultation & advisory 


body, i.e., Committee of 15 (1/5 of the GPs in the 
Block) Sarpanch to be nominated every year by 
rotation. The Secretary of PS is the Block Develop- 
ment Officer (BDO), to be appointed by the 
government. PS mostly acts as an intermediate 
between the ZP and GPs. 


Gram Panchayat is the grass-roots village level 
committee of 7 to 15 elected members depending 
on the population. Duration of GP is for five years. 
It has powers to impose taxes. It is chaired by 
Sarpanch who is also elected indirectly by the 
elected members of GP. There is upa-sarpanch and 
Standing Committee. Its secretary, Village 
development Officer or Gram Sevak, belongs to the 
ZP’s district class III cadre and paid by ZP. GP can 
appoint its own staff, but has to bear the cost. In 
the Act specific functions and duties to be 
performed by GP are not clear. GP’s role is 
circumscribed by PS, ZP and government. 


There is provision for village fund constituted 
from the allocations and contributions by the State 
Government, ZP and PS; the proceeds of any tax or 
fee imposed under the provision of the Act; 
proceeds of tax on professionals, traders, etc.; all 
gifts received; income from properties vesting in 
the Panchayat; proceeds of the cess authorized; and 
the other specified sources. GP is empowered to 
impose taxes and fees on items listed, e.g., pilgrim 
tax, tax on fairs and festivals, tax on bicycles and 
vehicles drawn by animals, tax on shops and hotels, 
trades run on machines, sanitary cess, water rate, 
lighting tax, fee on market and weekly bazaars, etc. 


Gram Sabha is constituted by the adults in a 
village under 73™ Constitutional Amendment. It 
has to meet twice in a year. These meetings are 
mandatory. If these meetings are not held, 
Sarpanch shall be disqualified. GP is required to 
place the annual. statement of account, 
administrative report for previous year, proposed 
work for development of programme for the current 
year, etc., before the GS for information and 


suggestions. However, GS has no authority to 
approve and sanction the annual budget or 
development programme. In_ general, poor 


attendance, limited scope for participation of the 
poor and women, infrequent meetings, traditional 
dominance by a few vocal persons, have made GSs 
ineffective to play their vital role as ‘little 
republics’. (In 2005, the italic limitations are 
removed and GS is authorized to sanction budget 
and programmes before GP can implement things.) 
In Maharashtra, there are 5,264 GPs, 314 PSs and 
SEA gS 
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Urban Areas: In this review, democratic decentra- 
lization in the urban areas has not been considered. 
However, this is of great significance because of 
rapidly deteriorating living conditions, and increase 
and growth of population in the urban areas. The 
local elected bodies should be the institutions for 
self-governance. The 74" Constitutional Amend- 
ment provides for the structure and empowerment 
of such institutions. These bodies are: Nagar 
Panchayats, Municipal Councils and Municipal 
Corporations. In Maharashtra, there are no Nagar 
Panchayats. At the grass-roots level, Ward 
Committees to be chaired by the local councilor, 
are to be constituted. 


Historical Developments: The Balwent Rai Mehta 
Committee in 1958 recommended administrative 
decentralization for effective implementation of 
developmental programmes, and establishment of 
decentralized administrative system which should 
be under the control of elected bodies like the Z.P. 
and Nagarpalika. The local leadership that emerg- 
ing at the village, block and district levels had a 
strong local identity and a better perception of local 
problems and it came to be regarded as a political 
threat by regional, state and national levels of 
political leadership. In effect, there was slow down 
of the process of decentralization during the 1970s. 
With the Mehta Committee’s recommendations, 
there was revival of the process. The State 
Governments were reluctant to part with their 
powers. The Singhvi Committee in 1986 urged for 
constitutional recognition of PRIs, transfer of 
powers and functions, free elections, etc. The 64" 
amendment to the Constitution has brought the 
PRIs and Nagarpalikas under the concurrent list so 
that central government can deal directly with the 
PRIs. Elections to PRIs are to be done by the Chief 
Election Commissioner. There are reservations for 
SCs, STs, and women all over. With the 73" and 
74" amendments of the Constitution in 1993, all 
round development programmes are to be chan- 
neled and effected directly through the PRIs. Fiscal 
matters will be regulated by the Finance Commis- 
sion. There has to be genuine and progressive 
transfer, devolution and dispersal of power and 
responsibility to PRIs. Thus, there is centralized 
decentralization, ignoring the State Governments. 


Subjects transferred: As mentioned earlier, the 
Government of Maharashtra decided to transfer 
about 120 schemes under Departments of 
Agriculture, Animal Husbandry, Women and Child 
Welfare, Rural Supplies, Public Health, Primary 
Education, Social Welfare, Cultural Promotion, 
etc., to the Zilla Parishad. Accordingly, under the 
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Maharashtra Zilla Parishad and Panchayat Samiti, 
rules and regulations, 1091, Section 100 (1) (B) and 
Section 6(2), details were notified on 9" October 
2000. The programme covering health and related 
functions, are listed under: 


1. Health and sanitation programmes, Primary 
Health Centres (PHCs), Dispensaries (Ayrvedic, 
Unani and others), Sub-centres (SCs), Primary 
Health Units, and Mobile Health Units, together 
with the concerned staff and officers. This is 
subject to the condition that PHCs and SCs are to 
be established according to the criteria laid by the 
Central and Maharashtra Governments. Policy 
decision regarding establishment of new PHC, SC 
and dispensary will rest with the Directorate of 
Health Services and Zilla Parishad cannot effect 
any change therein. 

2. Malaria Control Programme & associated 
schemes, together with the District Malaria Officer. 
This programme is 50 percent centrally sponsored, 
and ZP has to be strictly adhering the guidelines of 
the Government of India. The programme will be 
formulated by the Government of Maharashtra. 
This will also apply to the control of malaria in the 
tribal areas. 

3. National Tuberculosis Control Programme 
together with the concerned staff and the directives 
of the Director General of Health Services (DGHS) 
and Deputy Director of Health Services 
(Tuberculosis). Any change will require sanction 
of Government of Maharashtra. 

4. National Leprosy Eradication Programme 
together with the concerned staff and officers in the 
rural areas: Working of the Leprosy Technicians 
will be supervised by the Medical Officer I/C PHC. 
Jt DJHS (Leprosy) will implement the programme 
on behalf of the DGHS. 

5. National Programme for the control of blindness 
together with the ophthalmic assistants posted in 
the rural areas: This programme is 100 per cent 
centrally sponsored, and ZP has to be strictly 
adhering the guidelines of the Government of India. 
6. District Family Welfare and Rural Welfare 
Centre. This will be guided and controlled by the 
District Health Officer (DHO), according to the 
guidelines of Government of India. However, the 
projects funded by the foreign agencies will be 
under the State Government. Similarly, 
Reproductive and Child Health (RCH) Programme 
will be controlled by the State RCH Society and the 
relationship between the Society and ZPs will be 
finalized as mutually agreed. DHO will implement 
the programme according to the guidelines of the 
Government of India. 
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7. Universal Immunization Programme: DHO will 
implement the programme according to the 
guidelines of the Government of India. 

8. State School Drive: 

9. Preventive measures for epidemics and diseases. 
10. Health Education. 

11. Rural water supply and drainage schemes. 

12. Publicity to Promote health, safety, comfort or 
convenience of the villagers. 

13. Encouragement to voluntary institutions and 
organizations. 

14. Assistance to the local poor and helpless 
persons. 


Public Health Department and the Director of 
Health Services will have the technical & financial 
control over the transferred programmes. Since 
class I and II Officers will be on deputation basis, 
to facilitate administration, Chief Executive Officer 
will have powers to transfer them within the 
district. Power to transfer of class I officers will be 
with the Government. 


Health and related Functions & Developmental 
Activities of a GP: 


. Providing medical relief. 

. Maternity and child welfare. 

. Preservation and improvement of public health. 

. Taking measures to prevent outbreaks, spread of 

or recurrence of any infectious disease. 
5. Encouragement of human & animal vaccination. 
6. Regulation by licensing or otherwise of tea, 
coffee and milk shops. ~ 

7. Construction and maintenance or control of 

slaughter houses. 

Cleansing of public roads, drains, bunds, tanks 

and wells (other than tanks and wells used for 

irrigation) and other public places or works. 

9. Reclaiming of unhealthy localities. 

10. Removal of rubbish heaps, jungle growth, 

prickly pear, filling in of disused wells, ponds, 

pools, ditches, pits or hollows, prevention of water- 

logging in irrigated areas and other improvements 

in sanitary condition. 

11. Construction & maintenance of public latrines. 

12. Sanitation, conservancy, prevention and abate- 

ment of nuisance and disposal of unclaimed corpses 

and carcasses of dead animals. : 

13. Supply of water for domestic use and for cattle. 

14. Excavation, cleansing and maintenance of 
ponds for the supply of water for animals. 

15. Management and control of bathing or washing 
ghats which are not managed by any authority. 

16. Provision, maintenance and regulation of 

burning and burial grounds. 
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17. Provision, maintenance and ‘regulation of the 

use of public buildings, tanks and wells (other than 

tanks and wells used for irrigation) vesting in or 

under the control of the Panchayat. 

18. Removal of obstruction and projections in 

public street or places and in sites, not being private 

property, which is open to the public whether such 

sites are vested in the Panchayat or belong to 

Government, removal of unauthorized cultivation 

of any crop on any grazing land or any other land 

not being private property. 

19. Construction, maintenance and repair of public 
roads, drains, bunds and bridges. 

20. Provision and maintenance of playgrounds, 
public parks and camping grounds. 

21. Relief of the crippled, destitute and the sick. 

22. Promotion of social and moral welfare of the 
village. 

23. Women’s and Children’s organizations and 
welfare. 

24. Spread of education, and other educational and 
cultural objects. 

25. Lighting of the village. 

26. Regulating, checking and abating of offensive 
or dangerous trades or practices. 

27. Numbering of premises. 

28. Registration of marriages in the form laid down. 

29. Preparation of plans for the development of the 
village. 

30. Preparation of the statement showing require- 

ment of supplies and finances needed for carrying 

out rural development schemes. 

31. Destruction of stray & ownerless dogs and pigs. 

32. Making surveys. 

33. Acting as a channel through which assistance 

given by the Central or State Government for any 

purpose reaches the village. 

34. Establishment and maintenance and regulation 
of fairs, pilgrimages and festivals. 


Ground Realities: 1. Theoretically, it is believed 
that all functions and activities concerning rural 
areas and which PRIs are capable of administering 
should, in ordinary course, be entrusted to them. In 
actual practice, it has been observed that parallel 
organizations, officers and agencies for such 
purposes have been established in the State sector 
at the district level. Although District Planning 
Com-mittee is a part of 73” Constitutional 
amendment, it does not exist in Maharashtra. In 
stead, there is a non-statutory District Planning and 
Development Council (DPDC) headed by a 
Minister and the Collector as the Secretary. Apart 
from DPDC, _ special poverty alleviation 
programmes (SFDA), programme for farmers in the 
drought prone area (DPAP) and intensive tribal 
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development programme (ITDP) are kept outside 
the preview of PRIs. 

2. Important programmes and schemes, particularly 
those for the benefit of weaker section of rural 
community have been retained in the State sector. 

3. PRIs are playing an agency role and the control 
of the transferred programmes rests fully with the 
Government of Maharashtra. The funds are provid- 
ed in the State budget and ZPs are dependent on the 
transfer of grants to them. If the funds are not 
transferred on time or are inadequate, the program- 
me performance may not be satisfactory. The ZPs 
may be at risk for being blamed for shortcoming 
although they are not responsible. ZPs do not act as 
agent in respect of schemes such as for the poor, 
under rural development programmes. 

4. Local MPs, MLAs, MLCs are barred from the 
membership of the ZP, but they continue to 
exercise a major influence on the implementation of 
the schemes of the PRIs. A legislature committee, 
Panchayat Raj Committee, of MLAs and MLCs, 
has power to inspect and review the functioning of 
ZP and PS, but plays no part vis-a-vis PRIs. 

5. The bureaucrats and others have traditional 
mistrust that the rural masses are unable to manage 
their own affairs. Therefore, they resort to rule- 
making and delays. 

6. The political wielding authority at higher levels 
does not really want to shed the same. They would 
prefer to dole out favours to rural masses directly 
through government officers, but publicly continue 
to harp on the rhetoric of decentralization of 
authority at lower level. Recently, Government 
reversed the decision, of October 2000, to transfer 
to ZP schemes run by the Departments of Agri- 
culture, Horticulture and Water Conservation under 
Section 100 of Maharashtra Zilla Parishad and 
Panchayat Samites Act. Now these schemes are 
transferred under Section 123 of the Act, which 
reduces the role of ZP only that of mere 
implementing agency. 

7. The main constraint on PRIs acquiring the 
desired status and functioning as agent of 
development in Maharashtra has been the restrained 
political will and typical attitude of the bureaucracy 
which regard PRIs as subordinate institutions. 
Members of PRIs have no interest to increase the 
resources of GPs, trained staff is in short supply, 
and finance and control over it are inadequate. 

8. Members of PRIs have only little knowledge and 
skills about their role and function, planning and 
implementation of programme, etc. Many women 
have become Sarpanch of GP, many of them are 
wife of earlier member or influential person. Thus, 
several of them are not competent or work as 
proxy. 
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9. A comprehensive study of five States in India for 
effectiveness of PRIs as instruments of decentra- 
lized governance revealed varied scenarios: (a) 
Decentralization is effective and decision making is 
participatory and effective. GS and GP have 
worked well and brought social and physical 
reforms to the village and improved the physical 
quality of life. In such villages, the people had 
their own skills and assets, and access to 
information about choices for earning livelihood. 
They had knowledge about their rights and respon- 
sibilities. (b) Decentralization was not so effective 
in securing participation in decision making, etc. 
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People were apathetic and not interested. People 
did not want to participate and participation was 
mostly passive and the extent of participation was 
little or non-existent. Gram Sevak or a local power- 
holder or influential person or group took over GP 
control. Local influential people had ownership of 
land and/or other opportunities for secure lively- 
hood. This was in a way feudal decentralization. 


Table 1 shows comparative data on Health 
Indicators in selected States by extent of empower- 
ment of the Panchayat Raj Institutions.! 


Table 1: Rural Health Indicators in Selected States by Extent of Empowerment of the PRIs 


State Categories 


With Empowered PRIs 
Maharashtra 
Tamil Nadu 
Gujarat 
Andhra Pradesh 
Karnataka 
West Bengal 


Average for India 


With Disabled PRIs 
Uttar Pradesh 
Madhya Pradesh 
Rajasthan 
Bihar 
Orissa 
Assam 


Source of Data : Foundation for Research in Health Systems (1999), Health Monitor, Ahemadabad. 


Note : CBR = Crude Birth Rate, Rural, 1998. 
IMR = Infant Mortality Rate, Rural, 1998 
EL’ = Expectation of Life at Birth, Rural, 1989-93. 


CDR = Crude Death Rate, Rural, 1998. 
TFR = Total Fertility Rate, 1997. Lowest of 1.8 in Kerala. 
LR = Literacy Rate, Rural, Female, 1991. 


P<15 = Percentage of Population below 15 Years of Age, rural, 1996. 


Requirements: 1. Transfer of health and other 
programmes to PRIs will be genuine decentralize- 
tion only if this is associated with freedom of 
decision making. Currently, the powers are limited 
to administration and implementation of the pro- 
grammes and schemes. This is just an alterative to 
the Government Departments and the PRIs function 
as agents. Freedom for PRIs is needed for plan- 
ning, finance and execution of all district level 
development programmes and schemes. Need- 
based modifications are often needed for effective 
implementation of the primary health care program- 
mes and for solving local problems. At present 


PRIs are not empowered to do this. Devolution of 
powers, finance and persons should be made 
simultaneously and more effectively. This flaw 
should be rectified, and planning, administration 
and fiscal powers transferred to PRIs. 

2. PRIs should have discretionary powers. 
Panchayat should draw up their own micro-level 
development plan and prepare resource data in a 
participatory way. Gs and GP should mobilize local 
resources through means like taxes, fees, etc., for 
which they have been authorized. 

3. Municipalities with population of 10,000 or 
about, have essentially rural characteristics. They 


are worse affected as not eligible for benefits of 
municipal corporation or ZP. Thus, the small 
municipalities need special attention. Similarly, 
small andd weak Panchayats should be given 
special consideration. 

4. Rural water supply schemes, each up to Rs. 1.75 
lakh have been transferred. ZP is empowered to 
construction and supervision of the schemes. This 
is a challenge to the ZPs, and technical and other 
supports should be provided by Government, if 
needed. 

5. It is expected and necessary that the proposed 
Finance Commission should provide the program- 
me and scheme funds directly to the ZPs or the 
Gram Sabha as appropriate. With the transfer of 
schemes, the State budget for these schemes should 
be fully transferred to ZP or GP as the case may be. 
6. Gram Sabha is a soul of Panchayati Raj System. 
It need to be strengthened and clothed with more 
powers so that it will have more effective control 
over the functioning of Gram Panchayat. As done 


a 


Reference: 
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in Punjab, GS should have the authority to approve 
& sanction annual budget & development program- 
mes. Similarly, as in Bihar, GS should be empower- 
ed to have its vigilance committee and monitoring 
committee to oversee the function of GP. 
7. There is no organic link between ZP, PS and GP, 
nor there is clarity of functions. This defect should 
be rectified. 
8 Decentralization should be considered as a 
measure of debureaucratization. It should visualize 
giving ‘voice’ to the ‘voiceless’ and power to the 
powerless. 

* * * 
Note: (1) Since March 1995, monthly magazine 
‘Panchayat Bharati’ is published by Panchayat Raj 
Prabodhan Trust, Thane-100602. It is in Marathi 
and very informative. (b)’ Panchayat Raj Update’ is 
another monthly publication in English. It gives 
information and developments in different States. 
Published by Institute of Social Sciences, Mandela 
Road, New Delhi — 110070. 


1. Deodhar, N.S., Regional Conference on Public Health in South-East Asia in the 21“ Century, World 


Health Organization, Calcutta, 2-24 November 1999 
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2 Closing Report, 2007, on MARDEF 
Pabe Pratidarshak Prakalpa 


Preamble: The project was initiated in June 2004. 
Despite national programmes since the first Five- 
Year-Plan, development of the villages in India has 
remained tardy and without much impact. This 
project is an experiment to develop insight and 
evolve an approach to rural development. The 
objective is to study ways of ensuring sustainable 
development and welfare of rural population. 
Strategies are: (a) Multi-sectoral approach to ensure 
comprehensiveness, (b) Integration through trans- 
disciplinary activities, (c) Involvement and active 
participation of the target population, (d) Promoting 
community organization and community initiative 
towards self-reliance, (e) Essential supports such as 
science and technology, linkage to and full 
utilization of Governmental services and 
programmes, (f) Recording and analysis of grass- 
roots information, and (g) Generating local data- 
base for decision-making and micro-planning. 


Self-reliance is a key to sustainable 
development. Thus, Pabe village was not adopted 
by MARDEF of the Bank of Maharashtra. In this 
programme, there is neither any intension of giving 
grant to the Panchayat nor free services to the 
people. The main endeavour is (a) to help the 
village to fully benefit from the official develop- 
mental schemes, (b) to empower people and 
Panchayati Raj Institutions, (c) to give scientific 
and technology support, (d) to improve local 
organizations by way of training, counselling, 
income generation, and (e) to guide for economic 
development, etc. In some special instances 
MARDEF may provide limited funding as desirable 
as essential input, e.g., supply of additional books 
for library, vocational training for self-employment, 
grant for building Village Development Fund, grant 
of loan through the Self-Help Groups, providing 
local contact person and coordinator, etc. 


We have secured cooperation and full 
support of experts and agencies working locally. 
These include: Dr. GA Panse, Ex-Addl. DHS, 
Maharashtra, Prof. RK Mutatkar, founder member, 
Maharashtra Association of Anthropological 
Sciences, Dr. SV Mapuskar, Director, Jyotsna 
Arogya Prabodhan, Dehu, Shri. Wishwas Rane, and 
Shri Vivek Giridhari and Shri. Yadav of 
Dynaprabodhini, BDO of Velhe Taluka, and 
Medical Officers and staff at the Primary Health 


Centre and Rural Hospital, Velhe. Shri. VR Giri, 
RDC, Hadapsar, MARDEF, is providing necessary 
assistance. 


Dialogue was opened with the villagers 
through field visits, meetings, group discussions, 
lectures, demonstrations, etc. There was some 
response, €.g., gathering of women at Self-Help- 
Groups, mothers and children attending services at 
‘Parivartan Kendra’, Farmer’s meeting, etc. 
However, response from the Sarpanch, Gram 
Panchayat and villagers is not satisfactory. 
Participation is limited to availing health services 
and cooperation during surveys. One of the main 
reasons seem to be the policy of the Government of 
providing free services and subsidies, exemption 
for repayment of bank loans, etc., has vitiated 
mindset and corrupted the rural population. 
Experience since mid-2004 reveals that Pabe 
village is politically divided, the leadership is weak 
and not keen on village development, and Gram 
Sabha is apathetic and not assertive. It thus 
represents a typical test village and worth 
experiment with. 


Shift from Comprehensive Village Development 
Project to Integrated Health Development 
Programme: Pabe village was selected for water- 
shade development and project was submitted to 
CAPART for financial support. While the approval 
was awaited, MARDEF decided to expand the 
scope of Water-Shade Development of Pabe and 
Comprehensive Integrated Pabe Village Develop- 
ment Programme. Dr. NS Deodhar volunteered to 
look after Pabe project. Water-Shed Development 
Project (WSDP) was one of the most interactive 
dialogues with the villagers. However, proposal for 
funding WSDP was not approved by CAPART. On 
insistence of the Board of Trustees, Bank of 
Maharashtra agreed to fund WSDP and provision of 
Rs. five lakh was made for the current year, as first 
installment. Members of Village Panchayat were 
informed about it. They were also told that the 
funds will be available provided initiative was 
taken by Panchayat for raising its income 
adequately through taxes, contribution for villagers, 
etc. In spite of reminders from Dr. NS Deodhar, no 
step has been taken to initiate implementation of 
WSDP in Pabe. Apparently MARDEF has no 
interest in Pabe comprehensive project. 
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This situation has defeated the very foun- 
dation of comprehensive Pabe village development 
project. While Dr. DR Bapat and Dr. RK Patil 
joined in respective areas of their expertise and 
participated, Dr. NS Deodhar felt that his efforts in 
following ‘non-health’ items of development 
resulted in delay & neglect of health development. 
From April 2005, Dr. NS Deodhar has concentrated 
on health development aspects per se. 


Major Activities and Results: Monthly reports 
are regularly circulated to all Trustees. These 
reports fully cover progress and development of the 
programme in all respects and in details. This 
review and brief simply provide an overview of 
various activities. 


(A) General Items: (i) Surveys — Base-line Health 
and Socio-economic Survey, and Morbidity 
(illness) Survey covering all households was one of 
the earliest activities during 2004. Maharashtra 
Association of Anthropological Association 
assisted MARDEF for more than a year by 
assigning its Medical Social Worker, Mrs. Vidula 
purohit and Mrs. Bhupali Mhaskar Health Scientist, 
for work in Pabe. Information was compiled and 
analyzed. The reports in Marathi and English are 
available and were shared with the Sarpanch and 
BDO. These primary data and_ tabulated 
information will be useful for need-based micro- 
planning, evaluating progress, etc. Socio-economic 
survey was done by trained local volunteers from 
Velhe and Pabe. Morbidity (illness) Survey was 
done by a team of Multipurpose Health Workers 
from the Health and Family Welfare Training 
Centre, Pune. Schedules for Agriculture Survey 
have been prepared. 


(ii) Numbering Houses — Scheme for numbering 
houses was prepared. Primary number helps to 
identify the house in Pabe and sub-number provides 
the name of wadi/vasti and serial number of the 
house in it. Thus, 102/R26 means that village serial 
number of the house is 102, and the house is in 
Ramwadi with serial number 26. Each house has a 
number plate fixed at the entrance. 


(iii) Village Maps — Initially, village and wadi maps 
were prepared with the help of school children who 
were guided by a teacher from School in Dapode 
village. CDAC, University Pune, was approached 
for help. However, the images provided by them 
gave topographical details. Mapping of houses was 
found to be cumbersome. Later, Dr. NS Deodhar 
located the village from Google remote imaging 
2006 Digital Globe. The images were marked and 
copied. From enlarged images colour maps are 
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prepared fro the entire village and separate for each 
wadi/vasti. The maps clearly show roads, houses 
and other topographic features. National Institute of 


Rural Development has also agreed help in 
preparing maps of various kinds for Pabe 
development, e.g., water shade development. 

(iv) Micro-planning and Bottom-u Plannin 


Draft micro-plan for comprehensive development 
of Pabe Village has been prepared. This is still 
pending with Shri. Ashok Pavde, BDO, Velhe 
Taluk, for upgrading it by incorporating ZP and 
Governmental Schemes. 


Lessons on bottom-up planning were 
significant. Local leadership was a vital factor 
influencing rural development. As at Pabe 
leadership was lacking, Varoti village with better 
leadership was taken as a control. Despite sharing 
data from the surveys and a document to facilitate 
micro-planning of Pabe, the draft prepared by 
Sarpanch of Pabe was deficient in many ways. It 
was mostly a list of private wells to be repaired, etc. 
& without any income-generating or infrastructure 
development item. As against this, Varoti villagers 
had no advantage of survey-based information. But 
their draft plan had better list of village problems 
and needs, and income-generating items based on 
use of rice-husk. Even with this limited example, it 
seems that at the grass-roots, villagers who are 
born, brought-up and live locally for generations, 
possess adequate and up-dated information and 
knowledge required to list their problems, needs, 
resources and priorities. Use of this intrinsic 
information was considered adequate to get idea 
about the felt local needs and problems at the grass- 
roots. 


In a special briefing, Dr. Mrs Anita 
Beninger was introduced to the villagers and her 
contributions to micro-planning in Bhutan, Sri 
Lanka, other State in India, Ratnagiri District, were 
explained. She had very effective interactions 
through out the meeting. She suggested new taxes, 
e.g., 50 paise tax on every litre of milk sold by the 
farmers to the Private Cooperatives and others. On 
average 800-900 litre of milk is sold daily by the 
farmers at the milk collection centre at Pabe. If 
suggested tax is levied say on 800 litres, Panchayat 
will get Rs. 400 per day, Rs. 12,000 pr month, ie., 
Rs. 1,44,000 per year. With this income from a 
single low level of tax to rich farmers, Panchayat 
can bring several direct benefits to the villagers, 
e.g., Sanitization of the cow shades, arrange for 
good quality of animal feed at discounted price, 
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€aSy access to veterinary doctor, etc. 
Panchayat member’s were not 
taxation. 


However, 
prepared for 


Subsequent to the meeting, MARDEF 
team could visualize much greater developmental 
potential of such a fiscal asset, even empowering 
Panchayat to build sanitary latrines to all household 
within two years. On cross verification from the 
Survey data, viz. a total of 134 farmers who sold 
milk were earning on average Rs. 1,250 per month. 
The monthly income works out as Rs. 167-500: 
and at rate of milk say of Rs. 10 per litre, the 
quantity of milk sold would be 16,750 per month. 
Thus, @ 0.50 paise per litre, Panchayat will get Rs. 
8,375 per month, or Rs. 1,00,500 per year. Though 
the difference can be easily accounted because of 
obvious element of under reporting of income by 
the farmers, extra income of about Rs. one lakh a 
year will be big gain to the Panchayat. Even one 
rupee tax per litre will be less than one per cent of 
the income. 


The purpose of bottom-up planning is 
primarily to ensure that programmes are need-based 
and will take care of both the felt needs of the 
people and those as visualized by the experts. As 
indicated earlier, most of the villages will be able to 
provide this input without any need for survey, and 
can be gathered and compiled by BDO. This 
answers one important issue — what constitutes the 
bottom for planning? Obviously, it is a Taluka and 
not a village. In view of this conclusion, BDO was 
requested to prepare Taluk Development Plan. He 
has been assured of technical or other type of 
assistance in this regard. The higher levels are 
district, State, Region and Nation. 


(v) Study cum Demonstration Visits — Visit (July 
2004) to Dehu and Kaludari villages was with a 


purpose to put on show to the selected villagers 
from Pabe (a) the work done by the Kaludari 
village and improved environmental sanitation on 
their own, (b) how all the families in Dehu have 
their own latrine, some of them even in the kitchen, 
and (c) see several Gobar-gas plants which are in 
operation for over 15 years. They will also witness 
as to how some of the enlightened persons have 
allowed use of their latrine to the neighbours on 
payment and earn monthly income of Rs. 450/-. 
Nearly 35 villagers volunteered for this tour and 
paid Rs. 50/- per head and carried own lunch 
packet. 


(vi) Involvement of Health Department, ZP, Pune — 
On 29" October 2005, Dr. N.S. Deodhar; Dr. G.A. 


Panse; Dr. S. Dodwad, Consultant European 


aah 


Commission, met and_ briefed DHO, Pune Zilla 
Parishad, on objective and work of MARDEF 
comprehensive village development programme in 
Pabe. For development of micro-plans for Pabe 
and Varoti Group Panchayat, it was necessary to 
collaborate with Z.P. Pune. It was also desirable to 
avoid duplication and developing parallel system. 
DHO promised full cooperation and help. However, 
he failed to fulfill any of the promises. Dr. YH. 
Doiphode, Dy. Director, Health Services, Pune 
Circle, did not show any interest. 


(B) Health Development: (i) Institutional approach 
and Arogya Seva Satra — Field staff such as ANM 
and Male Multi-Purpose Health Worker of the 
Primary Health Sub-Centre provide door-step 
services to the people. This extension approach has 
many disadvantages. Over 80 per cent of time is 
spent in travel. This procedure was changed to 
institutional approach where people are encouraged 
to attend new innovative activity by ANM, Arogya 
Seva Satra held regularly once a month on a fixed 
day, irrespective of holiday, etc. The advantages of 
this innovation are (a) improved quality and extent 
of services, (b) effective use of the equipment and 
institutional facilities such as weighing, laboratory 
tests, etc. (c) full utilization of time of the trained 
staff for delivery of services rather than in travel 
from house-to-house, (d) improving the potential of 
reaching all needy families, and (e) improving the 
cost-effectiveness of delivery of health services. In 
Pabe, Arogya Seva Satra is regularly conducted on 
15" of each month. Arogya Seva Satra is very 
popular now and attendance has significantly 
improved. Therefore, work-timing has been full 
day from 9 am to 5 pm from September 2006. 
With obvious advantages and success, Arogya Seva 
Satra (ASS) concept has been extended and ASS is 
opened in 240 villages in Pune District by KEM 
Hospital Research Society, Pune. 


(11) Parivartan Kendra — This is another innovation 
in Pabe. It has been designed as a physical symbol 
for health development. It is significantly upgraded 
version of PHC Sub-centre. With generosity of the 
Sarpanch, it is housed in one of the rooms of newly 
constructed Panchayat Building. It provides all 
facilities, equipment, etc. required for basic health 
and medical care to the villagers, e.g., conducting 
health clinics, medical examination by a doctor, etc. 
Simple laboratory tests for blood, urine, sputum, 
etc., can be carried out. Arogya Seva Satra and 
group meetings are held here. Smt. Alka Rajivade, 
ANM, PHC, regularly attends and conducts MCH 
and immunization clinic, etc. Smt. Nirmala Hande, 
Parivartak, a trained local health worker and 


coordinator is in charge and looks after the Kendra. 
Health records are maintained at this Kendra. Smt. 
Hande has opened Savings Account in the name of 
Parivartan Kendra, Pabe, in Bank of Maharashtra, 
Velhe. 


(iii) Parivartak — Appropriate change in mind-set is 
considered as basic need for sustainable 
development which is possible only if villagers 
participate actively and are able to take initiative for 
social action. In this direction, concept of having a 
new village functionary to work as Parivartak, was 
tested. Duties and expected functions have been 
documented. An experienced person from Pune was 
given this work, but he failed. On trial and error 
basis some local volunteers were trained, but none 
of them had necessary mind-set. Mrs. Nirmala 
Hande, has volunteered to work as Parivartak. She 
is working satisfactorily. Apart from participating 
in MCH clinics, she provides treatment of minor 
ailments and collects prescribed five rupees for a 
day. She has good liaison with the villagers. She 
informs and motivates people, collects and records 
vital events, keeps family folders and other records, 
deposits collected fees in Bank, and submits 
monthly reports. At household level, it is proposed 
to identify 2 to 3 volunteers from each Wadi, or 
about one person for 15 to 20 families. They will 
function as information seekers and providers, and 
helpers to Parivartak. 


In the beginning, Shri. Giridhari of 
Dyanaprabodhini, Pune, helped and supported 
MARDEF activities at Velhe. Its local set-up at 
Velhe did follow-up at grass-roots, monitoring, and 
supervision. Parivartak is now doing this work. 


(iv) Health Management Information System — 
Necessary instruments for data gathering & 
compilation have been prepared. Numbering of 
household has facilitated identification of every 
family and family member in Pabe. Computerized 
data-base has been created so that health and other 
services provided, especially for pregnant women 
and children below six years of age, can be entered 
in village data-base files. Special outputs, such as 
list of children to be immunized by the vaccine and 
dose required, house number, etc., are designed. 
This facilitates work of ANM and helps to ensure 
service to all individuals vis-a-vis their health care 
service needs at an appropriate time. Thus, delivery 
of need-based services to the families and follow- 
up can be assured. This will ensure totality of 
health services coverage, sustainability and equity. 


Vital 
collecting 


statistics are kept updated by 
information on new births, deaths, 
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pregnancies and outcome, and marriages. Family 
record and lists of recipients of preventive health 
care services are updated accordingly. Smt. Hande 
submits monthly report on 15" of every month on 
prescribed format. She maintains diary for 
recoding her work and reminders. 


(v) Family Folders — Folders for all 249 families 
have been assembled by putting together the Family 
Data details and various forms as may be required 
for health records of family members, especially 
pregnant women and children under six years of 
age. For regular use, folders are kept in the 
Parivartan Kendra in a specially prepared box so as 
to facilitate immediate and easy retrieval of any of 
the family folders. Information is updated as and 
when services, e.g., immunization and maternal 
health, are provided and notification of vital event 
is received. Copies of two folders are in RDC for 
inspection. 


(vi) Health of Women — All pregnant women in_ the 
village _are_registered for ante-natal clinic where 
necessary examination, investigations, immuniza- 
tion, advice, etc., are provided. Follow-up care is 
given on 15" of every month. Safe delivery by 
trained and experienced attendant is ensured in all 
cases. 


(vii) Child Health — Every birth is registered and 
baby registered for care. All children between two 
to six years are given full immunization doses 
according to the national schedule. Children under 
two years of age have received expected vaccines 
and appropriate doses of the same. Thus, as against 
State average of 50% coverage, Pabe has achieved 
100% primary immunization coverage. Program- 
mes are planned to cover all children between 6 and 
12 years for a booster dose of Diphtheria-Pertussis 
vaccine, and in due course all persons over 12 years 
will be given Tetanus Toxoid, one or two doses, as 
required. Growth monitoring of children below 
five years of age, has been initiated. 


(viii) Treatment_of Minor Ailments — Village 
Parivartak, Smt. Nirmala Hande has been trained in 
treatment of minor ailments. She is also helped and 
guided by Smt. Alka Rajivade, ANM, PHC, during 
the Arogya Seva Satra. Primary Health Drugs, and 
dressings materials which are required for care of 
minor ailments and injuries are available at Pabe 
Parivartan Kendra. These are available on all days. 


(ix) Care of Patients with Chronic Ailments — 
During the Morbidity Survey of Pabe village 47 
persons who had chronic ailments were detected. 
As a follow-up action, they were contacted, 
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examined, advised and provided referral to hospital 
or specialist. It was reported that many of the 
chronic patients who were referred to Velhe or 
KEM Hospital, Pune, got relief and are satisfied. 
Vishnu Damodar Lohar, case of polio-paralysis in 
childhood came with his father for further guidance 
and advice. He was advised to apply for training in 
welding/carpentry to BoM Training. 


(x) Referral Services — These are arranged for 
diagnostic procedures, operations, hospital and 
specialist care, treatment of chronic ailments, 
complications of ailments, accidental and medical 
emergency, etc. In consultation with the family 
involved, referral note is given by Parivartak to the 
Rural Hospital, Velhe; KEM Hospital, Pune; or 
Private Consultant or Hospital as desired by the 
patient’s family. 


(xi) Computerization — Continuity of care and 
totality of services coverage are essential in public 
health practice. Data and information which are 
necessary for this are often not available and 
otherwise are not easily retrievable. Pabe village 
Development Project provides excellent 
opportunity to develop necessary digital program- 
me of soft ware for this purpose. Each Family in 
the village has relevant details on health in their 
Family Folder, duly updated. This will help data 
required for delivery of need-based services, 
follow-up care, programming (family & person- 
wise), & micro-planning for the village community. 
As marriage, pregnancy, birth and death are 
reported, family folder is updated and names are 
put on service list such as immunization, ANC 
clinic, etc. 


Automation provides monthly updating 
age of children below two years of age, from a 
given birth date. For others, updating is annual, 
either from birth-date or stated initial age. 
Similarly, name of new-born gets added to the 
family and name of the dead is deleted and 
transferred to list of deaths during last five years. 
Pregnant women’s name is added to ANC clinic. 
In about a year or so, simple digital Health Package 
is expected to be ready for trial elsewhere. 


(xii) Varoti Village: This was selected in June 2005 
as a control village because of its better leadership 
and villagers are better organized and cooperative. 
This village is about 12 km from Velhe and takes 
about 45 minutes by car to reach there from Velhe. 
Village has about 55 families and population of 
about 500 persons. Main occupation is paddy 
cultivation; nachani and varai are also grown. 
Dairy is another occupation with sale of 260 to 375 
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litre of milk daily to a private agency. Early in 
2005, there was an outbreak of gastroenteritis in a 
nearby village. As a preventive measure, on 13” 
February 2005, each of the 55 families in the 
village was provided water filter by Dynapro- 
bodhini. Since then all the families are using the 
filters and drinking filtered water. Not only all of 
these are still in use, but the village has maintained 
family-wise record of filter use, any illness 
(symptoms and diagnosis), etc. The record were 
examined and confirmed. This has resulted in 
significant drop in illness of the community. On 
16" December 2005 all the filter beds were 
replaced. Full acceptance was evident not only 
because of spontaneous replacement, but also of 
payment by the villagers of their share of half the 
cost of replaced filter. People have also developed 
taste of filtered water and desire no change. 


The villagers are ready for development. 
They provided free labour for blasting a reservoir 
for storing rain water. About 30 villagers who 
attended the meeting. In marked contrast with Pabe 
situation, in Varoti village in all the houses latrine 
site and marking for twin pits were completed in 
Dec. 2006. All have constructed latrine platform, 
but type of superstructure will be family choice. 


(xiii) Health Talks — About 200 students of the 
Tanaji Malusare Vidyalaya, Dapode, gathered at the 
school on Sunday, 1° May 2005, Maharashtra Day. 
They were addressed by Dr. S.V. Mapuskar on 
“Clean and Neat Village” advocating the students 
to take up Summer Vacation drive to clean-up their 
house and the surrounding area and maintain the 
house clean and tidy. There was demonstration of 
preparing a soak-pit for disposal of waste water 
from drinking-water tank of the school. Second 
demonstration was on vermiculture by cutesy of 
INOVA, Pune. Villagers took interest and 
participated in two demonstrations. Students were 
distributed a small pack of ground-nuts. It was as 
an exercise on cleanliness and all were required to 
deposit the papers in the disposal bins provided 
near by. There was no indiscriminate throwing of 
rappers. Assembly was a grand success. On 9" 
February 2006, meeting was held at Varoti village 
to inform villagers basic facts about human body, 
its defense mechanisms, sickness and illness, role 
and limitations of drugs, etc. Dr. W.V. Rane did 
remarkable job to explain these things to over 45 
villagers who participated in the discussions. 
Meeting of villagers was held in Pabe on 28" 
February 2006, at 7-30 pm to explain Parivartak 
Kendra, & to inform and ensure active participation 
and utilization of services by villagers. They were 
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informed on the objectives and activities of villagers of Pabe attended the meeting. 
Paivartak and the Parivartak Kendra. Over 200 


(xiv) Demographic Data : Population data as in December 2006, are tabulated below: 


No. of Families | No. of Males | No. Of Females | Total Population 
rea 
Gaothan + Harijan Wasti 
Ram/Madhli Wadi 


Vitthal wadi 
Limbar Wadi 
Dhangar Wadi riaPeeebae  eaaper, fe Age eer bee a ee 


Age Distribution: 2004 Survey December 2006 


Number Number 
of persons of persons 


Age Group 


(xv) Health Indicators — 


1. Birth Rate per 1,000 population ~—_......... : 24.7 in 2005 and 16.5 in 2006 
(Expected number of yearly births — 15-20): 16.1 (2004 survey, three years 
aggregate) 
: 20.6 (Maharashtra, Rural 2004) 
2. Death Rate per 1,000 population vw. 1 6.6 in 2005 and 6.5 in 2006 


(Expected number of yearly deaths — 5-8) : 3.6 (2004 survey, five year aggregate) 
: 8.3 (Maharashtra: (Rural 2004) 
3. Infant Mortality Rate per 1,000 live births : no death was reported. 
(Expected number of yearly infants deaths — 0-1) 
4. Maternal Mortality Rate/1,000 total births : no death was reported. 
(Expected number of yearly maternal deaths — 0-2) 


5. Morbidity Prevalence, minor ailments ......: 4%, Mean cost of treatment, Rs. 237/- 

6. Morbidity Prevalence, chronic ailments..... : 4%, (only 11.3 % were due to infection) 

7. Literacy Rate per 1,000 persons > 6 yr. ..... : 58 % (2004 survey, 65% without non- 
respondents) 

8. Average age of marriage for girls ............ : 17 years 

9. Average age of marriage for boys ............ ; 22 years 
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(C) Community Organization: 


(i) Self-Help Groups (SHGs) — Community 
organization plays a vital role in promoting of 
social activities and initiatives. In this regard, with 
assistance from Dyana Prabodhini, Pune, eight 
Self-Help Groups (SHGs) of women have been 
established in Pabe. In October 2004, Shri Tirandaj 
gave excellent discourse of the objectives, 
functioning, problem solving, and family and 
community welfare and development opportunities 
for SHGs. These SHGs should not work merely for 
self-help as they are now, but function for 
Development. On 15" April 2006, meeting of the 
selected members of the SHGs and prominent 
villagers was arranged. Dr. Deodhar, Sarpanch Shri 
Renuse, Shri P.T. Gavade, Mrs Ganapati and Shri 
Giri participated and conducted the deliberations. 
Shri Gaikwad, SHG Coordinator from Velhe, 
provided initial briefing. It was decided to establish 
more SHGs to cover entire village, strengthen their 
functioning, initiate economic activities, empower 
women and promo-ting SHG groups for men and 
youth. Smt. Ganapati, RDC, Hadapsar, was 
requested to look after the developments. 


(11) Development _of Village Level Leadership — 


Involvement, active participation, and initiative on 
the part of villagers were considered as the critical 
and key issues that need urgent attention. For this 
purpose proposal of one year duration from 
Dynaprabodhni, Rural Development Division, 
having experience and expertise in local leadership 
development, was approved. Quarterly reports on 
this activity are available at RDC. 


(iii) Establishing Bal Panchayat System — In Maval 
Taluka, Pune District, Bal Panchayat has been 


established in each of 50 villages. This has resulted 
in better informed and bolder boys and girls. Their 
activities cover education, cultural and_ sports, 
health and social forestry. They have successfully 
helped schooling of children from poor families. In 
One instance they were able to prevent marriage of 
girl of less than 18 years. We wanted to replicate 
the system in Velhe Taluka. On 27" January 2006, 
Maval team visited Tanaji Malusare School, 
Dapode to meet school children from Pabe and 
adjoining four villages. After introductory remarks 
by the Head Master and Dr. Deodhar, Master 
Deepesh Udaphe, 6" Standard, Secretary of one of 
the Bal Panchayats, explained about their work and 
how they function. This was followed by talk by 
Miss Tara Ghule, 8" Standard, President, Bal 
Panchayat Parishad, Maval. She talked about the 
rights and responsibilities of the children. She 
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elaborated how this has helped them and the 
villages. However, the audience was not 
responsive to her questions. At this point we all 
and the teachers left the hall and left the students by 
themselves. This changed the scene and there was 
magnificent exchange and deliberation for little 
over an hour. It was decided that the children from 
the selected villages will meet, take decision on 
having Bal Panchayat and select two or three 
volunteers. Maval Organization was to give in 
about two weeks, a proposal and manner in which 
they will establish Bal Panchayts in Velhe Taluka. 
The first action will be a day-long visit of the 
volunteer children from Velhe Taluka to some 
villages in Maval and participate in working of the 
Bal Panchayats. Programme of Balpanchayat at 
Pabe with the help of Maval Taluka Balpanchayat, 
was abandoned because of lack of positive response 
from them despite repeated contacts. Response 
from local children was lacking. The resources will 
be utilized for organizing Pabe children, and 
encouraging and educating them to undertake self- 
and village development. It is in this regard we 
have embarked on training of adolescents in Pabe. 


(iv) Creation of Village Development Fund — 
MARDEF has made provision for matching grant 


of Rs. two lakh. Rules for operating this fund are 
approved. Response of Pabe was poor. Varoti 
Group Gram-Panchayat has shown interest. Having 
set target of Rs. two lakh, it is trying to mobilizing 
adequate contributions/donations by end of March 
2007. But there was no response. 


(D) Other Health-Related Sector Development: (i) 
Water-Shed Development — On this project, we 
had one of the most interactive dialogues with the 
villagers. Incidentally, in July 2004, the central 
portion of one of the two major Bund in the Pabe 
water-shed was washed away due to heavy rains. 
On inspection it was observed by Shri. V.G. 
Dandawate, Dr. D.R. Bapat, and Dr. R.K.Pati, that 
the reason for the breach of the bund was improper 
construction. The core of the bund has to be made 
out of black clay. The cross-section of the central 
breach, revealed its total absence. Eventually, 
proposal was not approved by CAPART. Bank of 
Maharashtra agreed to fund this project fully and 
provision of Rs. five lakh was made for the year 
2006-07, as first installment. However, MARDER 
has shown no interest and failed to initiate 
necessary action. This is despite request, reminders 
and specific suggestions by Dr. NS Deodhar. It is 
hoped that MARDEF takes initiative and perform. 
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(ii) Drinking Water Supply — A scheme, costing 
about 40 lakh, for supply of drinking water was 
sanctioned for Pabe village by the Z.P., Pune. This 
involved pumping of water from a bund and laying 
pipe-line for about 3 km. Work is complete. Water 
is pumped and stored in the old water reservoirs 
located at different Wadies and also in new water 
tanks constructed near the schools. 


(iii) Construction of Family Latrines — This topic 
was initiated in early 2005 with two hour slide- 
show and lecture by Dr. Mapuskar in a well 
attended evening meeting of the villagers. Dr. 
Mapuskar’s offered necessary help by his 
organization, e.g., construction of first couple of 
latrines by his trained staff. During this phase, the 
local artisans will be involved and trained so that 
new self-employment will be created for regular 
construction and maintenance. “Otta -latrine base” 
or latrine-pan platform connected to two pits with a 
system of pipes’ can be constructed at estimated 
cost of Rs. 1,000=00 per seat. For privacy, 
superstructure can be built by the owner as per 
his/her requirement and ability to finance. 
Maximum estimated cost is Rs. 7,500/-. Some 
families expressed willingness to pay for such 
facilities. In reality, there were none. 


On 15" November 2005, meeting was 
arranged when about 100 villagers attended. Apart 
from Dr. Deodhar, Dr. Panse, Dr. Mapuskar, Shri 
Giri and Shri Yadav, other visitors were Shri. 
Ashok Pavde, new BDO, Smt. Renuse, 
Chairperson, Panchayat Samiti Velhe, officers from 
office of BDO, and Dynaprabodhini field staff. 
Shri Pavde was very effective in communicating 
the social reasons for need of latrines and 
cleanliness. Dr. Mapuskar visited one house, 
examined the suggested site for latrine, and 
provided details of dimensions, construction, etc. 
Rural-area-specific latrine pans were purchased by 
seven families for Rs.150/- each. None of the 
families, however, constructed latrine. 


In November 2006, ZP scheme for 
construction of sanitary latrine by each family in 
Pabe, is being implemented in Velhe. Material such 
as bricks, cement, etc., is being provided by BDO’s 
office. Financial arrangements are by way of loan 
of Rs. 7,000/- per family sanctioned by a 
cooperative society. Minimum cost of construction 
is estimated as Rs. 4,000/-. Although the 
recommended design is of standard Two-Pit Latrine 
with a special type of pan suitable for hand 
flushing; technical details have been ignored. Only 
one pit has been dug and the pan used is of a type 
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that will need overhead flushing. Attention of 
Sarpanch and BDO was drawn to these lapses and 
Dr. Mapuskar informed CEO, Zilla Parishad, Pune. 
Progress of work is very slow. By end of January 
hardly any family has completed construction and 
is using latrine. 


Help was offered for construction of Gobar 
Gas-plants, disposal of solid wastes and waste 
water, vermiculture, etc., by Dr. Mapuskar. 
However, there is no demand. 


(iv) Strategy for Agricultural Development — Dr. 
Deodhar, Dr. D.R. Bapat, Dr. R.K.Patil and Shri 


Giri met on Wednesday, 22"° Sept. 2004, at 
Maharashtra Association for Cultivation of Science 
to decide on a plan of action. Shri. V.G. 
Dandawate, Agro-Horti-Watershed Consultant 
participated as special invitee. After threadbare 
discussion by the three experts, it was agreed to 
take-up the following four tasks: (a) Establishment 
of one or two Farmers’ Clubs in Pabe. NABARD 
guideline for Vikas Volunteer Vahini will be 
followed. Grants of Rs. 30,000 per Farmers’ Club 
are available under this scheme. (b) Conducting 
Agriculture survey of Pabe (c) Kharip Paddy and 
other cultivations will be reviewed and farmers 
suitably guided to maximize production. (d) 
Farmers will be guided for the Rabi Crop 
preparations and advised on new technology and 
crops for enhancing income & improving soil 
quality. (e) Reviewing Water-Shed Development 
project under consideration of CAPART in view of 
some bund construction work under employment 
guarantee scheme during draught period. It will be 
examined whether some work for water 
management can be taken up in advance of 
CAPART sanction of the project. It was decided 
the team will visit Pabe Village at earliest for field 
inspection, meeting farmers and initiating the above 
mentioned activities. 


On 29" September, Shri Giri organized 
visit of Dr. Deodhar, Dr. D.R. Bapat, Dr. R.K.Pati, 
and Shri. V.G. Dandawate to Pabe. Apart from 
MARDEF and Dynaprabodini members, Upa- 
Sarpanch and ‘more than 30 farmers and 15 women 
attended the meeting. After introduction, the group 
was briefed on the purpose and _ preparatory 
activities under MARDEF programme for 
comprehensive and integrated development of 
Pabe. After this Dr. Bapat extensively covered the 
topics of Kharip Paddy and Rabi preparations for 
traditional and other crops and advised the farmers 
on the use of new technology and crops for 
enhancing the production, income generation and 
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improving soil quality. The farmers actively 
participated, asked questions, shared their 
experiences during the discussion. One of the 
farmer has been using the new technique of paddy 
and reported that his yield increased by over 50 % 
last year over the traditional way. It was decided 
that demonstration showing early impact of the new 
method should be arranged at his and other three 
farmer’s field, by way of comparison. Then 
farmers were explained about the NABARD 
scheme of formation of Farmer’s Club. Dr. Bapat 
informed and told the way in which farmers can 
produce their own seeds for next year. The issue of 
the use of fertilizers was also covered. Dr. Bapat 
has prepared a draft schedule for conducting 
Agriculture survey of Pabe. 


(v) Farmer’s Club — One of the objectives was 
making the farmers active for leadership role in 
village development task. Meeting of the farmers 
was organized to consider following agenda: (a) 
Establishment of one Farmer’s Club under the 
NABARD Scheme. (b) Review of Kharip Crops 
with a view to improve the yield and prevent losses. 
(c) Consider Rabi Crops vis-a-vis technology 
transfer, selection of new crops with greater profit, 
securing reliable seed and appropriate fertilizers, 
etc. (d) Conducting Agriculture Survey, and (e) 
Review of CAPART Water-Shed Development 
Project in view of works carried out in draught 
relief employment. Dr. Bapat, Dr. Deodhar and Shri 
Giri attended meeting 7 pm on 21“ February 2005. 
Over 65 farmers and 25 women attended, this 
included the Sarpanch and Upa-sarpanch. Dr. 
Bapat asked several questions to the farmers to 
ascertain the state and practices of farming. The 
main demand of the farmers was to make water 
available by way of lift irrigation from the near dam 
lying several km of pipeline. There was of much of 
deliberation on these and other issues of improving 
production and income. It was agreed that the 
farmers should get organized, deliberate and put up 
proposals to the concerned authorities. The list of 
proposed members was scrutinized and those who 
were defaulters were excluded. Fresh suggestions 
were made, especially to ensure representation of 
farmers from different wadies and some women. 
Application form was completed with the 
signatures of the farmers who volunteered. The 
Bank Agent I/C Velhe will follow-up the proposal 
for sanction. Follow-up is poor. 


(vi) Training of Leaders on Panchayati Raj System 


— Maharashtra Association of Anthropological 
Sciences has experience in this field and has 
necessary training material. Training was to cover 
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role, powers, function and responsibilities of Gram 
Panchayat and Gram Sabha. On attending Gram 
Sabha meetings twice, it was found to be non- 
functional. Panchayat members were apathetic. 
Plan was therefore postponed. 


(vii) Education — Education sector needs attention 
for quality improvement, reducing school-dropouts, 
programmes for adolescents, etc. In March 2005, 
Students of the Tanaji Malusare School, Dapode, 
were involved in village development under 
guidance of their teachers: (a) Fifty-two students 
from Pabe village participated in essay competition 
on ‘Rural Development in Pabe and my 
Participation’, (b) Village Maps for different 
Wadies were prepared showing roads, houses, 
shops, temples, public places, and (c) list of houses 
with the name of the Head of the Family for each 
Wadi-Vasti, was prepared. 


Books worth about Rs. 2,000/- were 
donated to Tanaji Malusare Vidhyalaya, for extra- 
mural reading. Selection was done by the teachers. 
About 25% of books were for teachers and rest for 
the students. Promoting habit of reading among 
children was an important intervention. This 
subject was discussed with the Head-Master of 
Tanaji Malusare Vidhyalaya, Dapode, on 23" April 
2005. A set of 80 books and many wall charts were 
specially designed for young children and 
published by the Indian Institute of Education, 
Kothrud, Pune. This set was donated by MARDEF 
to the School. The school identified one of its past- 
students from Pabe, who has taken responsibility of 
running a small library at Pabe. The target is the 
children in primary schools. 


Behaviour change training for adolescents 
in Pabe is given priority. It was hard to get suitable 
trainers for this task. Six persons, three men and 
two women who are willing to take the task of 
training the adolescent boys and girls from the 
villages were interviewed and instructed by Dr. GA 
Panse, on 15"" December 2006. They will try to get 
3 toS more volunteers and each will make a list of 
25 to 30 youths to whom they will engage. These 
trainers will undergo 30 hour learning spread over 
five days which will suit the participants. Dr. Panse 
will make arrangements for teachers, transport, etc., 
as soon as he gets dates from the volunteers. 


Change’ Training for 
Adolescents in Pabe: Adolescents, age group 11 
to 19 years, were the future citizen. Any 
educational input in this group is expected to 
provide long term benefits. The object of lifestyle 
and family-life training was to try to bring about 
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behaviour change conducive to health promotion 
and welfare. Dr. GA Panse has good experience in 
this field and has published a set of books. He had 
couple of meetings with the villagers who had had 
volunteered to function as trainers. Each was 
expected to train about 15 to 20 boys and girls from 
their own wadi/vasti. The programme was finalized 
by them in meeting with Dr. Panse on 15ht January 
2007. Accordingly, on 5" February 2007, Drs 
Panse, Deodhar and a team of two trainers from 
KEM Research Society, who had experience in 
‘training trainers’ in many villages, went to Pabe at 
10 am. It was found that only two, Nirmala Hande 
and one of the volunteers were present. One of the 
Anganwadi Sevika was to join. By 10-30 am it was 
reported that other will not be attending. The 
training programme was canceled and MARDEF 
team returned to Pune. This was a learning 
experience. Poor response and lack of interest in 
development activities was not only limited to the 
village as a whole, but was true even in case of the 
individuals who volunteered for community work. 


(ix) Income generation innovation — On he ta 
August Dr. NS Deodhar, Dr. GA Panse, Shri Gin 
visited the family in Limbar Wadi, who has 
maintained Emu Farm. They have seven pairs of 
Emu. Last year they had, on average 30 eggs per 
season per female Emu. This is satisfactory. 
Although they were generally satisfied with the 
economics, they had some residual problems. Dr. 
Deodhar extended help to arrange for expert 
consultation. This farm can be a demonstration to 
others in Pabe. For Emu farming Government loan 
and subsidies are available. As stated earlier, 
village did not accept idea of tax on milk sold by 
Pabe residents to the private cooperatives. 


(F) Evaluation and Conclusions on  Pabe 
experiment: This study has provided valuable 
insights into the approach to comprehensive 
development of a village. One of the major 
problems is lack of intersectoral cooperation and 
apathy of government agencies for funding rural 
development. A major constraint in self-reliance in 
development is that of providing free or highly 
subsidized facilities which have corrupted rural 
leadership & community at large. Decentralization 
is grossly inadequate and Panchayat Raj Institutions 
have apathetic leadership, lack of authority and 
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financial resources. Gram-Sabha does not exist 
functionally. There is hardly any willingness to 
contribute or take initiative. Quality is totally 
neglected and even technical specifications are 
violated even by the officers. This is evident from 
the poor quality of construction of Panchayat and 
School buildings, etc., and construction of latrines. 
Second important limitation of rural development is 
apathy, lack of interest and poor participation of the 
people. Coupled with ineffective gram-panchayat 
and indifferent attitude of the villagers, makes the 
dream of rural development a distant feature. 


As far the health development, primary 
public health interventions - such as environmental 
sanitation & hygiene, developing health conscious- 
ness, self-reliance in primary health care, etc. - 
cannot be fully successful without active partici- 
pation and initiative by the people. As against this 
background, personalized & medical related health 
care is possible provided suitably trained and 
experienced grass-roots health functionaries are 
willing to work sincerely and with interest. 


With these conclusions from nearly three 
years of study, Pabe experiment will be closed by 
end of March 2007. Winding-up will start from 
15" March 2007. In Varoti village which has 
shown signs of initiative and sustenance for safe 
drinking water, study will continue. Village 
Development Fund will be established with 50 % 
contribution by the village. Rules and Regulations 
for operating this fund have been approved. 


It is proposed to take more studies on rural 
development. One or two villages will be selected 
of rural development on criteria of availability of 
effective & development oriented local leadership, 
acceptable functioning of gram-panchayat, and 
interest of the people in general. This is to study the 
impact of effective leadership and will to develop. 
Another hypothesis needs to be tested is that basic 
limitation of rural development is lack of funds for 
developmental initiative and programmes. It is 
proposed to select two villages and provide them 
seed-money for development. Selection will be on 
basis on track-record of progress or potential for it, 
and acceptance of their development plan by 
MARDEF. Budget estimate will be placed before 
the Board of Trustees in due course. 
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This report was presented to the Board of MARDEF Trustees in meeting held on 21-02-2007. 
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oF Testing Alternative Approaches 
for Village Development 


Preamble: Despite national policy and 
programmes since the first Five-Year-Plan, 
development of the villages in India has remained a 
mockery. Progress, if any, is tardy and without 
much impact. There are some exceptions though, 
with voluntarism and _ local entrepreneurship. 
Micro-projects of some voluntary organizers, eo, 
Raj Arole of Jamkhed and Anna Hazare of 
Raleganj, were successful because of effective 
village leadership and resource mobilization. 
However, these have remained as models without 
up-scaling and incorporation into the system. There 
is no point in following the beaten path and end ina 
failure. Experimentation is necessary to test 
alternative approaches to sustainable development 
and welfare of rural population. In this regard, 
some strategies have been tried without much 
success, viz. (a) multi-sectoral approach for 
comprehensiveness, (b) integration through trans- 
disciplinary activities, (c) involvement and active 
participation of the target population, (d) promoting 
community organization, (e) empowering 
Panchayati Raj institutions, (f) community initiative 
towards self-reliance, (g) supports of science and 
technology _ transfer, (h) full utilization of 
Governmental services and programmes, (i) 
generating local data-base for decision-making and 
micro-planning, and so on. 


Hypotheses: Basic presumptions are: (a) the best 
resource for development is human, and (b) self- 
reliance is the key to sustainable development. 
First hypothesis or approach is to select usual type 
of village with weak leadership and apathetic 
villagers. Experiment is to study impact of 
remaining as a part of Government frame-work for 
rural development and incorporate the various 
actions listed earlier. | Second hypothesis or 
approach is to work in selected villages and depend 
on local leadership and potential participation of the 
people. People, by and large, know the local 
problems, resources and possible solutions. Despite 
ability to mobilize resources, major limitation is 
adequacy of funds. Experiment is to study impact 
of availability of ‘village development fund’ with 
50 per cent external matching grant. Fund will be 
operated by the village within a frame of 
regulations to ensure appropriateness and cost- 
effectiveness. Third hypothesis or approach is 
based on the villagers who have track record of 
development and ability for micro-planning and 


implementation. Experiment is to invite plans from 
village Panchayats, select appropriate village or 
two, and provide ‘seed-money’ to the extent of Say, 
Rs. 1000/- per family or Rs. five to ten lakh per 
village; and study the impact with due supervision. 
These three hypotheses or approaches constitute an 
upward continuum and are designed to cover three 
types of villages we come across in India. 


Experience: First hypothesis was tested in Pabe 
village, Pune District, Maharashtra as a project 
under (MARDEF) Mahabank Agriculture Research 
and Rural Development Foundation, Pune, of the 
Bank of Maharashtra. Study was initiated in June 
2004 with neither any grant to the Panchayat nor 
free medical care to the people. The main 
endeavour was (a) to help the village to fully 
benefit from the official developmental schemes, 
(b) to empower people and Panchayati Raj 
Institutions, (c) to give scientific and technology 
support, (d) to improve local organizations by way 
of training, counselling, income generation, and (e) 
to guide for economic development, etc. In special 
instances MARDEF provided limited funding, e.g., 
honorarium to ‘parivartak’, supply of books for 
library, vocational training for self-employment. 
Offers were made for matching grant for Village 
Development Fund, grant of loan through the Self- 
Help Groups, grant for water-shed development 
provided the villagers enhance income generation 
of gram-panchayat. These offers were not availed 
by the villagers. 


Full cooperation and full support of 
experts and agencies working locally was ensured. 
Dialogue was opened with the villagers through 
field visits, meetings, group discussions, lectures, 
demonstrations, etc. Experience since mid-2004 
revealed that Pabe village was politically divided, 
the leadership was weak and not keen on 
development, and Gram Sabha was apathetic and 
not assertive. It thus represented a typical test 
village and worth experimenting with. One of the 
main reasons for this situation is the policy of the 
Government to provide free services and subsidies, 
exemption for repayment of bank loans, etc., which 
has vitiated mindset & corrupted rural population. 


Closing report, 2007, on MARDEF Pabe 
Pratidarshak Prakalpa, was presented to the Board 
of Trustees in its meeting held at Lokmangal on 21“ 
February 2007. See preceding paper. This 


document provides details of the study including 
major activities and results. 


Varoti Village: This was selected in June 2005 asa 
control village because of its better leadership and 
villagers are better organized and cooperative. This 
village is about 12 km from Velhe and takes about 
45 minutes by car to reach there from Velhe. 
Village has about 55 families and population of 
about 500 persons. Main occupation is paddy 
cultivation; nachani and varai are also grown. 
Dairy is another occupation with sale of 260 to 375 
litre of milk daily to a private agency. Early in 
2005, there was an outbreak of gastroenteritis in a 
nearby village. As a preventive measure, on cae 
February 2005, each of the 55 families in the 
village was provided with water filter by 
Dynaprobodhini, NGO from Pune. Since then all 
the families are using the filters and drinking only 
filtered water. Not only all of these are still in use, 
but the village has maintained family-wise record 
of filter use, any illness (symptoms and diagnosis), 
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etc. The record were examined and confirmed. This 
has resulted in significant drop in illness of the 
community. On 16" December 2005 all the filter 
beds were replaced. Full acceptance was evident 
not only because of spontaneous replacement, but 
also payment by the villagers for new ‘filter’ unit. 
People have developed taste of filtered water and 
desire no change. Village provided free labour for 
blasting a reservoir for storing rain water. In 
marked contrast with other villages, Varoti village 
houses have dug twin pits for latrine. Construction 
is delayed because inadequacy of water. 


In its endeavour for development, Varoti 
villagers (women groups) have decided to collect 
Rs. one lack to contribute to ‘Gram Vikas Fund’. If 
various criteria were satisfied, Varoti village was to 
be selected for testing second hypothesis. However, 
MARDEF did not receive their proposal. 


* * * * * 


This note was circulated to: (1) the Board of MARDEF Trustees, (2) Shri. Nanda, Population Foundation of 


India, New Delhi, and (3) Shri. Sohoni of BAIF, Pune. 
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1 Changing Strategies and Challenges in 
Communication in Health Development in India 


Introduction: It is only recently that human beings 
are talking about information technology, However, 
in the process of initiation and development of life- 
forms the nature, with its self-contained science and 
technology base, has perfected communication 
technology — both hardware and software aspects. 
The efficiency is remarkable : (a) extending over 
the entire process of information gathering through 
sensory mechanisms ; (b) judging its utility by 
screening quality of data in terms of relevance, 
reliability, accuracy, timeliness, etc. ; (c) critically 
analyzing and storing it; (d) net-working and cross- 
checking the new data and information with the 
stored data base ; (e) the past experience and 
lessons learnt are retrieved from the memory; (f) 
organizing the information; and (g) developing 
afferent channels for transferring the information in 
a programmed sequence and timing so as to initiate 
actions which are predetermined and performance 
also pre-designed. Even the probable adversities are 
anticipated and mid-term corrections are built-in. 
the end is further addition and enrichment of data- 
base of knowledge, experience, wisdom and skills. 
This is an endless process. Communication is a 
vital characteristic of all forms of life from the 
viruses having relatively simple mechanisms at one 
end of the spectrum and to the highly developed 
psycho-neurological mechanisms of human brain 
and nervous system. 


The term communication which is used in 
this chapter, means a mechanisms by which given 
set of information, knowledge, technique, skills, 
etc., is transferred effectively from an appropriate 
source (animate or inanimate) to the recipients 
(individual, group or community) in such a manner 
that the message is received and learnt correctly and 
resulting in response such as predetermined action 
or performance, or change in action or behaviors or 
lifestyle. The history of human development dates 
back to about two million years. However, it is 
during the last two centuries of industrial 
revolution, and_ scientific and _ technological 
advancement that the subject of communication is 
gaining importance and attention. Can we take 
lessons and do what the nature has done? How we 
do it? 


Several programmes for socio-economic 
development for welfare of the people have been 
launched, one of the objectives being health 
development and improved quality of life. Success 
and sustenance of such planned development 
depend largely on the active participation of the 
people for whom the programmes are intended. In 
final analysis, every development rests on the 
human resource. With limited financial allocation, 
the question of cost-benefit and cost-effectiveness 
always crops up. Unfortunately, in India perfor- 
mance of most of the national health programmes 
has been far from satisfactory. In practice, 
involvement and participation of the people was at 
the minimum. Nevertheless, problems such as 
population growth and disease burden were to be 
addressed urgently. It is in this context that 
communication was accorded high priority by the 
Government of India. It is interesting to review 
what was done and what happened. It is with this 
background that the evolution of communication in 
health development will be considered in this 
chapter. 


Practice of Public Health: It is strange that in 
event of unsatisfactory performance or failure to 
meet ‘targets’, our health administrators fail to 
examine and study the causes of shortcoming and 
rectify them or seek for alternative approaches. In 
most of the instances, all that they did was to just 
change the namef/title of the programme without 
revising strategies and interventions, etc. Even the 
international agencies have fallen in this trap. 
Family Planning was progressively renamed as 
Family Welfare, and Reproductive and Child 
Health Programme. Classical Maternal and Child 
Health (MCH) also received similar dressings. 
Communication was equated to health education 
and then to IEC (Information, Education and 
Communication) during the last decade. The beaten 
path was followed without assessing the impact. 
The efforts of health education were half-hearted 
and remained confined to different disease control 
and family welfare programmes. There was neither 
talk of integration nor any dialogue with the 
Education Ministry. Not satisfied with the result of 
the interventions, various approaches and strategies 


were tried to involve people ad ensure active 
participation. It was a process of trial and error. 
There was not much of success. 


Story of Communication Agenda: Community 
Development Programme was launched in the First 
Five-Year-Plan. Health development was one of its 
components. In this task Primary Health Centre was 


to play a pivotal role. Health education was one of 


the functions assigned even to this early set-up. 
With the lessons learnt during last fifty years, both 
nationally and internationally, the current talk is 
about communication for behavioral change. The 
programme of democratic decentralization and 
empowerment of Panchayati Raj Institutions (PRIs) 
has been introduced. Early results in some States 
are positive and encouraging. Correct recipe for 
effective communication seems to be eluding even 
the experts. 


The Chain of Events and Strategies: 


1. Community Development Programme: 
General education including social education and 
adult education were an integral part of the 
activities under this early programme for 
developing a welfare society. The Primary Health 
Centre (PHC) was charged with the responsibility 
of providing integrated medical and public health 
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services including health and nutrition education, to 
the people. Not only the medical Officer in charge 
of the PHC was expected to use every opportunity 
for a little judicious health education, but health 
education was the duty of all the field staff of PHC. 
Though the vertical programmes for control of 
communicable diseases could achieve some success 
initially, the health services in general failed to 
create community awareness of the health needs 
and to mobilize public opinion and action for 
improvement of health status. Why these early 
health education programmes failed? It seems that 
we had no insight into the complexities and ways of 
communication then. The center of attention was 
the methods without consideration of the outcome, 
e.g., evaluation indicators used were number of 
poster or messages on the road, number of meetings 
etc. Education was not the priority of the politicians 
and administrators. To illustrate, although universal 
primary education is mandatory under the 
Constitution of India, this has not been done till 
today. In retrospect, the congruence between the 
functions stipulated for the PHC and the cardinal 
elements of Primary Health Care is strange and 
surprising high (Table 1). The time lag between 
these two is over three decades. This testifies the 
oft quoted statement that we in India are good 
planners but poor implementers. 


Table 1: Functions of Primary Health Centre and Eight elements of Primary Health Care 


1. Medical care 


4. Maternal and Child Health Services 


6. Vital Statistics 


2. Health Education: After eradication of small- 
pox and diminishing returns of various vertical 
disease control programmes, basic services were 
introduced. Grass-roots staff was pooled and 
integrated into the Basic Health Workers (BHWs) — 
the forerunners of multipurpose workers. With 


Function of Primary Health Centre Nine elements of Primary health Care 


of common diseases and injuries 
2 Provision of essential drugs 
3. Adequate food and proper nutrition 


sanitary disposal of excreta 
4. Prevention and control of locally endemic 


5. School Health 5. Immunization against major communicable 
Disease 


6. Safe and adequate water supply and basic 


7. Health Education 


sanitation, sanitary disposal of excreta and refuse 


and housing 
7. Health care of mothers and children including 
family welfare 


emer neon a) ne oe | 8 Health Education effective communication and 
self-reliance 


adoption of the Multipurpose Workers Scheme, 
Health Education function was revived. Central 
Health Education Bureau was established in Delhi 
under the Ministry of Health and Family Welfare. 
Then came the State Bureaus, new cadre of Health 
Educators was established and the Block Extension 
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Educators were appointed. Preparation and distri- 
bution of health education materials got the 
priority. Most of the health education material was 
in English and very little in the local languages. 
Mass media were extensively used. Attempts such 
as holding village meetings were made to introduce 
two-way interpersonal communication. Yet the 
outcome was not satisfactory. Involvement and 
participation of the people was not materialized for 
all practical purposes. 


3. Information, Education & Communication 
(IEC): Initially, Family Planning Programme was 
started by establishing Family Planning Clinics. 
This approach failed to attract the people. 
Therefore, Extension Approach was introduced and 
Family Planning Workers (or Motivators in 
Maharashtra) were appointed for communicating 
the message to the people and providing services. 
However, it was hard to motivate the people to 
adopt family planning methods — vasectomy in 
those days — and the set targets could not be 
reached in spite of all kinds of incentives offered to 
the people. The Government Departments then 
progressively resorted to coercion. The results were 
disastrous and the then Government lost its power. 
The new Government changed the name of the 
programme to that of Family Welfare Programme. 
However, it took years before the topics such as 
small family norm, etc., were talked about. In order 
to take the people along, health education received 
another booster. By now the term health education 
was no more fashionable ad got lost in the history. 
The targets were dropped (in practice only on 
paper). Communication experts coined a new word 
and new strategy, viz. IEC (Information, Education 
and Communication). Electronic media and modern 
communication and education technology were put 
into the gear. Though impressive, this paraphrasing 
of terminology has not made any difference. The 
activities have remained the same old wine, but in a 
new bottle. 3 


4. Community Cooperation: After initial 
success, most of the national programmes for the 
control / eradication of communicable diseases 
failed to give desired performance. The case- 
holding and the percentage of the patients of 
leprosy and tuberculosis completing treatment were 
poor. Voluntary reporting of new cases was very 
low. Drop-out rates under the Universal 
Immunization Programme and school enrollment 
were alarmingly high. Utilization of the promotive 
services such as MCH and other available 
assistance was poor. In the early stages of Malaria 
Control operations, people welcomed and 
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cooperated for getting their houses sprayed with 
DDT emulsion although the spraying used to result 
in defacing the walls, etc., with DDT deposits. 
However, as soon as the bed-bugs got eradicated, 
this cooperation vanished although the new 
insecticides were soluble without leaving any trace 
on the walls. With such experience and situations 
many vertical disease control and_ eradication 
programmes designed various communication 
strategies and deployed extra field staff with the 
aim of securing involvement and _ active 
participation of the people. In some programmes 
such as for the prevention of iodine deficiency 
disorders, legal provisions were made to ensure that 
non-iodized salts are not available. 


5S. Social Mobilization: Global strategy, drafted 
in mid 1980’s by the World Health Organization, 
for Health For All by the year 2000 recognized the 
need for Health Behaviour Research. This 
originated because of the feeling that non-and 
underutilization of the available health services 
facilities was due to the factors related to social 
behaviour and mobilization. Service of social 
scientists & anthropologists were sought. However, 
this was mostly the problem identification exercise, 
eluding solution. Social mobilization depends on 
proper social actions and solution lies in their 
appropriateness. The basic elements of social action 
are: (a) Leadership, (b) Group of people, and (c) 
Situation. These elements are interrelated and 
interdependent as shown in figure I. 


Perspectives of the people, especially of 
those who are poor or underprivileged are the key- 
issues. What the people think? Why they think so? 
Such are the matters that need consideration. 
Meaningful relationship between the people and the 
health programmes has to be developed. One of the 
factors on which effective communication and 
community action depends is personal attributes 
such as ability to captivate and to win over. This is 
why the leaders such as Dr. Raj Arole and other 
leading volunteers who undertake micro-projects 
are able to win and get active involvement and 
participation of the people, e.g., Comprehensive 
Health Development Project, Jhamkhed. Health 
culture is pluralistic and communication technology 
has to match it. Social reformers and some 
politicians have effectively brought about social 
mobilization. What was the process? Slogan like 
‘Bharat Mahan’, appearing on several trucks on the 
road and new slogan ‘India Shining’ have produced 
entirely different impacts. What are the lessons and 
what more to learn and understand about 
communication technology and its transfer? 
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Figure 1: Elements of Social Action 


Leadership 


Motivation 
Organization 


Strategy and Policy 
Resource 
Mobilization 
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Willingness to act 
Logistic Support & Net-working 


6. Empowerment of People: With the advent of 
Health For All through Primary Health Care 
approach, a new ear was opened. Health care 
facilities were to be developed and arranged around 
the life patterns of the population. Decentralization 
was considered as an essential prerequisite to fulfill 
local needs to of the community. Multisectoral 
cooperation and collaboration were the key factors. 
Manifold and multidirectional. solutions were 
required. The vulnerable and needy groups were to 
be given special attention to ensure equity and 
accessibility. And not the least, community 
participation was considered as indispensable for 
the success. Thus, it was imperative to empower the 
people and organize the community, especially the 
vulnerable and needy groups, so that it can truly 
participate. Concrete inputs to empower people 
were more comprehensive, viz. IEC, income 
generation and authority. Full political bureaucratic 
support, will and pledge were identified as vital 
prerequisites. 


Major shift in the focus was from the means to the 
effect and impact: 1.e., from single tract ‘education’ 
to multi-pronged comprehensive approach to 
empower people. One of the major strategies was 
decentralization from the Central and State 
Government to Panchayati Raj Institutions (PRIs) 
and Nagarpalikas — the local self — governments. 
Promotion of Self-Help Groups of the women in 
villages have organized, activated and empowered 
village women. This has resulted in many places, 
development of confidence among them, initiated 
economic activity and income-generation, and 
participation in political and development activities, 
etc. There are instances in Maharashtra villages 
where the interest & initiative taken by the villagers 
have resulted in successful implementation of the 
schemes such as water supply and sanitation, water 


shed development, etc. Local leadership is also 
emerging. In brief, wherever decentralization has 
taken place and to the extent it has taken place, the 
results are evident (Table 2). 


In a traditional society as ours, characteristic 
difference between ‘Bhartiya’ and ‘Indians’ has to 
be realized. People will readily accept technology, 
mostly blindly, but may not go along with its 
scientific background or basis. Injection may be 
accepted, but without understanding of immuni- 
zation or preventive aspect. Water is demanded but 
not its safety and prevention of water-borne 
diseases. It is in this regard, the broad-based 
approach such as of the primary health care, is of 
great significance. Empowering people is truly the 
issue of human resource development. We have 
failed in meeting the target of Health for All by the 
year 2000 because of not understanding the concept 
of primary health care and failure to develop insight 
into the implications. Intersectoral collaboration 
and cooperation were neglected; trans-departmental 
programmes and activities were even not initiated 
by the Governments. Communication is and has to 
be a continuous activity. This has never occurred in 
heath education which has unfortunately remained 
tightly locked in the Health Ministries and 
Departments. People come in contact with the 
Health or Medical Institutions only during short 
periods of illness or promotional activities such as 
immunization or care of mothers and children. On 
the other hand a vast majority of school children are 
available for least eight hours a day and five to six 
days a week. They are attentive and getting - 
educated and trained for personality development 
and becoming productive citizen. Health is not 
taught in any significant extent and manner in the 
schools. In fact there is retrograde reform of 
dropping the subject of physiology and Hygiene 
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which was once a compulsory subject in school 
curriculum. 


Despite the necessary ingredients and high 
potential for effective communication, the process 
of empowerment of the people has been very tardy 
and measures inadequate. People are not aware of 
the purpose behind the constitutional amendment 
for empowering PRI’s So far despite 
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communication there has been neither appropriate 
change in the behaviour of the bureaucratic and 
political systems nor any pressure developed by the 
grassroots people. In general bureaucratic 
administrations are reluctant to transfer adequate 
power and authority to the PRI’s. The process is 
also not uniform in different States. However, ‘self- 
reliance’ is the expression of end point objective. 
Nation has to continue on this path. 


Table 2: Rural Health Indicators in Selected States by Extent of Empowerment of 
Panchayati Raj System in selected states in India 


State Categories 


With Empowered PRI,s 
Maharashtra 
Tamil Nadu 


With disabled PRI,s 
Uttar Pradesh 
Madhya Pradesh 


Source of Data : 
Bulletin, Volume 37(2), October 2003. 


Foundation for Research in Health System (2203), Health Monitor, Ahemdabad, Sample Registration System 


Health Information of India, 97-98. Min. H&FW, GOI, and Rajya Sabha Unstarred Question No. 371, 04-03-2002. 


Note : CBR = Crude Birth Rate, Rural 2002 
IMR = Infant Mortality Rate, Rural 2002 
EL = Expectation of Life at Birth, 1996-2001, estimates 
P<15 = Percentage of Population below 15 Years of Age, rural, 1998. 
CDR = Crude Death Rate, Rural 2002 
TFR = Total Fertility Rate, 1998. Lowest of 1.8 in Kerala 
LR = Literacy Rate, Persons, 2001. 


7. Communication for Behavioural Change It 
is universal experience that information, 
knowledge, training or education per se do not 
necessarily result in appropriate or expected change 
in human behaviour. There are several personal, 
cultural and traditional, situational and circumstan- 
tial, and other factors influencing behaviour. 
Further, behaviour may take different and very 
diverse forms and may change over time and 
situation. With this realization, recently IEC 
strategy has been changed to CBC (Communication 
for Behavioural change). This makes the objective 
more explicit. However, our knowledge of 
behaviour is very incomplete. How do the rumors 
spread so effectively and people act on the 


information? The rumors such as God Ganpati’s 
idol drinking milk or of Hanuman sweating got 
widely spread not only all over India but also far of 
in U.S.A. Negative health habits such as use of 
tobacco and alcoholic drinks are highly contagious, 
but it is hard to inculcate positive health behaviours 
such as exercise, regularity and moderation, 
lifestyle changes, or giving up smoking. How these 
adversities get communicated so well, easily and 
rapidly? Why we are not researching? “Tonics” are 
very popular although none of them have scientific 
justification. Nevertheless even the qualified 
doctors and consultants prescribe them. Many 
doctors do smoke despite the knowledge of the 
harm; they also consume antibiotics when they 


themselves get common cold. Failures’ of 
communication are plenty. Can we learn more 
about why and how of the failures? 


8. Faith, Culture, Belief and Traditions: All 
these exist because of communication; and are good 
instances of strong and lasting behaviours. Faith is 
the trust or unquestioning confidence, strong belief 
especially religious doctrines, etc. Culture is the 
state of trained and refined state of understanding 
and manners and tastes. Belief is trust, confidence 
or acceptance of received theology or of things as 
true or existing. Tradition is opinion or belief or 
custom handed down from one generation to 
another especially orally, based on usage or 
experience. These are then the ultimate end points 
where health education mission should reach and 
get institutionalized in the society. 


There is another interesting aspect of 
communication. Communicating information and 
scientific facts to the common people and 
‘uneducated’ is relatively simple and often very 
effective in hands of some individuals. However, to 
educate and to inform effectively the ‘educated’ is a 
very hard task. We: talk of stigma, say in case of 
leprosy. With full scientific and epidemiological 
knowledge about leprosy, almost all doctors will 
not thoroughly examine (may not even touch) a 
person either suffering from leprosy or suspected of 
having it. This is true even in the case of the cured 
leprosy patients. Doctors have dismissed even 
cured person from employment. There are four 
types of people: (a) Literate and educated, (b) 
Literate but un-educated [many professionals fall in 
this group] (c) Illiterate and uneducated and (d) 
Illiterate but educated [these are the wise villagers]. 
It is hard, often impossible, for the category (b) 
type of persons to learn new things; relatively easy 
for category (c) people, say in the villages; and 
category (a) and (d) are the people who learn when 
properly informed: IT is hard to undo wrong things 
once learnt and substitute them with the ‘right’ 
ones. Repetition is one way in which 
communication can be reinforced; it is probably an 
effective eraser of memory. 


Some social reformists are concerned about 
the blind faith many poor people have. The fact that 
faith provides assurance and relief to many of the 
unprivileged people is undeniable. Exploitation of 
the faith the poor have in something for monetary 
or some selfish motive amounts to cheating; and 
this should be curbed. However, most of the 
instances such as offering ‘vibhuti’, etc., are 
provided free and without any ulterior motive. On 
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the other hand many educated people and scientists 
have strong and blind faith in science. Any thing 
such as a new device or product like drug is 
accepted without questioning, anything that costs 
more is considered as superior. Blind faith in 
science is worse than the faith the poor people have 
say in ‘God’. 


By-and-large the blind faith of the poor is 
harmless. However, the blind faith in science is 
often harmful to the society. Miracles are not 
uncommon in medicine. Patients with advanced 
cancer have not only survived but the cancer indeed 
regressed completely. There are case studies to 
confirm the facts and provide unequivocal evidence 
of faith operating as the causative factor. Most of 
the miracles cannot be explained by science, but 
they are real; the fact is that science and its methods 
are not yet developed adequately. It is noteworthy 
that the damage done by blind faith in science and 
technology, without unequivocal evidence, is 
plenty. The example of the wide spread use of 
tonics has been already quoted. Medicines such as 
the antibiotics and hormones are mostly misused 
than used. The most damaging is the recent 
advocacy of the use of condom as a public health 
measure for the prevention and control of new 
venereal infectious disease AIDS and HIV 
infection. Worse is that this is being done with total 
disregard to the well established cultural, ethical 
and traditional social base. Apart from the ethical 
and morality values prevalent in India, this societal 
issues are best illustrated {especially for those who 
believe in the Western culture blindly} by the 
American Adolescent Family Life Act of 1981. 
This USA Act focuses on developing programme 
that promotes abstinence as the only option to help 
young people avoid STDs and teen pregnancies. 
The authors have reproduced Title V “abstinence 


until marriage only” standard: “Abstinence 
education” means and educational or motivational 
programme which — (a) has as its exclusive 


purpose, teaching the social, psychological, and 
health gains to be realized by abstaining from 
sexual activity; (b) teaches abstinence from sexual 
activity outside marriage as the expected standard 
for all school age children; (c) teaches that 
abstinence from sexual activity is the only certain 
way to avoid out-of-wedlock pregnancy, sexually 
transmitted diseases, and other associated health 
problems; (d) teaches that a mutually faithful 
monogamous relationship in context of marriage is 
the expected standard of human sex activity; (e) 
teaches that sexual activity outside of the context of 
marriage is likely to have harmful psychological 
and physical effects; (f) teaches that bearing 
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children out-of-wedlock is likely to have harmful 
consequences for the child, the child’s parents, and 
society; (g) teaches young people how to reject 
advances and how alcohol and drug use increases 
vulnerability to sexual advances; and (h) teaches 
the importance of attaining self-sufficiency before 
engaging in sexual activity. 


Are not these guidelines also truly Indian or 
for the matter global? It is here that cultural, 
religious, ethical, moral, psychological, and other 
subtle aspects of human value system takes over 
science and technology. These philosophical 
aspects should be recognized and considered while 
planning communication strategies. 


9. Developmental Spiral: The communication 
cycle is now tending to complete the circuit. The 
progress, owing to the developmental inputs result 
in better resources, and when these are ploughed 
back leads to further development like a spiral. 
Comprehensive Socio-economic Development with 
overt benefits, itself acts as a natural 


Diagram I: Human Development Radar _ Kerala 


Expenditure 


Literacy 


There is very marked difference between the urban and rural development 


10. Communication, Science and Spirituality: 
Modern ways of life and communication 
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communication tool. Thus, development strength- 
ens communication fabric in many ways. The 
resulting learning progressively builds an enlighten 
community. Lopsided development such as in 
tertiary health care sends wrong signals, so also 
inaccurate information and half-knowledge leading 
to fear complex (as in the case of HIV / AIDS and 
Rabies). Behavioural change should be positive and 
not based purely on perceived danger. Another type 
of communication is in the form of pressure 
(against national interest) from the international 
agencies. In this case the communication is 
economically weighted and the Health 
Administration behaves as if purchased, e.g., the 
Pulse Polio Programme and the Revised Anti- 
Tuberculosis Control Programme which are 
epidemiologically unsound and _ socially not 
feasible. True behaviour change is reflected in the 
developmental performance. This is best illustrated 
by the Human Development Radars as computed by 
the Planning Commission (Diagram I and II). There 
are hardly any urban-rural differences in Kerala, 
while the same are very high in Bihar. 
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technology has produced comforts. Science and 
technology have, however, promoted materialism, 


and made life artificial and away from the nature. 
Ecological disturbance and imbalance is causing 
mental stress & psychological problems. Therefore, 
some people have started looking back to the 
traditional societies and _ spirituality. Green 
movement is taking roots in countries such as 
Germany, France, Italy, UK and USA. The aim is 
on voluntary simplicity and ‘downsizing’ of 
lifestyles. Our lesson should be to hold on to our 
simplicity. Science and technology should go hand- 
in-hand with spirituality. 


11. Ways out : Health Education is defined as a 
process of learning that is required to bring about a 
change in the behaviour and actions, i.e., way of 
life, of the people so that they can actively 
participate in the measures for promotion, 
maintenance or restoration of their health. In 
practice, our health system has kept this definition 
lyophilized. What lessons can we draw from the 
foregoing treatise which indicates some of the 
probable causes of failures and shortcomings? All 
the health scientists and managers have to take this 
exercise. It is imperative that the success stories of 
the voluntary organizations and voluntary reformers 


Figure II: Process of Social Action 
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should be studied, understood and insights 
developed for application at properly selected 
locations and situation. 


If the objective of empowering people and 
making them self-reliant is for promoting and 
assisting social actions for health development, 
there is urgent need to learn more about social 
action. The process of social action consists of three 
phases, viz. Preparation, Intervention & Sustenance 
(figure II). The major factors on which social 
action depends include the following: 


1. Nature and magnitude of situation or issue or the 
problem, place and time. 

2. Characteristics of the people, socio-economic 
conditions, culture, and other attributes. 

3. Leadership types, qualities and effectiveness. 

4. Motivation, commitment, training, and 
organization. 

5. Strategy, policy, resource mobilization and 
management. 

6. Willingness to act, logistic supports, team-work, 
etc. 

7. Political system and situation. 


Process of Social Action 


eae Le eee ee 


Preparation 


Recognition and definition of 
issue or problem that needs to be 
tackled 


Resource mobilization 


Extent and Scope of Social Action 


Restricted to single behaviour 
Multiple Group of behaviours 
Lifestyle/Comprehensive 


Initiation and start 


a 


Sustenance 


Impact evaluation 


Streamlining Corrections and modifications 


Setting objectives and expected | Getting strength Support and | Manpower and Resource 
outcomes momentum development 


Monitoring 


emery 66295 6 20> m= oa Mass movement Linkages with other social 
systems 


Logistic support 


Institutionalization 


Impact and Sustenance 


Ad hoc and short lived 
Meaningful and long lasting 
Integral part of culture and tradition. 


Preparation generally starts with recognition 
and definition of problem or issue that needs to be 
tackled. Other items include organization, resource 
mobilization, setting objectives and expected 
outcomes. Intervention is the main process formed 


by initiation or start, development of critical mass, 
streamlining, getting strength and momentum, mass 
movement, monitoring, etc. Sustenance is an 
important factor and consists of impact evaluation, 
correction and modification, manpower and 
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resource development, logistics, linkage with other 
social systems, monitoring and institutionalization. 


The four phases of social action are elaborated 
below: 


Preparatory Phase — It includes recognition and 
definition of problem or issue or a situation that 
need t be tackled. Situational analysis is important 
in this regard. This should lead to motivation and 
decision to react. Policy and strategies are to be 
formulated. Objectives are to be set and expected 
outcome has to be agreed upon. Accordingly people 
are to be organized and trained, and resources are 
mobilized. Information, communication and 
training are the cardinal factors for mobilization 
and motivation of the people. Plan for action has to 
be prepared. 


Intervention Phase — Actions are initiated as 
prearranged. It may be a big assault with a bang, or 
gathers momentum and impetus till a critical mass 
develops. Streamlining and mid-term assessment 
and corrections may be necessary. Depending on 
objectives, the actions continue till sufficient 
strength is acquired. Mass movement may be 
desired. Continuous review and monitoring are 
necessary. 


Effective leadership is one of the key factors. 
A vital element of human resource is the local 
community organizers. Without this element, the 
target population, our human resource cannot be 
activated to function. In industries, labour 
organizations have demonstrated what can be 
achieved by the organized sector of the society. If 
the people, the “have-nots”, could be so organized, 
social action can take place in favour of health and 
development. The task of health promotion and 
improving the quality of life will be much easy. 
The success stories of many individuals and NGOs 
can be attributed to cultivating & engaging local 
community organizers. Experiences of some 
leaders are published in the World Health Forum, 
volume nine, number two. These are very revealing 
and useful guides. It is essential to develop a 
programme for promoting leadership in health. 


Sustenance Phase — Impact evaluation is important. 
Corrections / modifications are to be accomplished. 
The objectives may change and new plans may be 
necessary. Long term human resource development, 
further development and mobilization of resources, 
logistics and linkages with other social systems or 
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communities may be required. Social action may 
become a part of life, a tradition or a cultural 
characteristic. Most critical input in this regard is 
availability of the community organizers who take 
initiative, organize people and ensure continued 
individual and social actions in favour of health 
development and human welfare. 


The process of social change may not, 
however, follow the above sequence, and the 
importance or priority that any of the constituents 
may vary from people to people, situations and time 
to time. It is also important to note the relationship 
between the extent and scope of social action vis-a- 
vis its impact and sustenance. If social action is 
restricted to a single behaviour, impact will be 
restricted. But if the social action is directed to 
multiple or groups of behavior, the effect is likely 
to be pronounced and lasting. The ultimate goal of 
any social action/actions should be to bring about a 
change in the lifestyle that is conductive to health — 
that promotes positive health behaviour. Figure II. 


Evaluation of education and communication 
is not easy and there are many pitfalls. Short — term 
or immediate effects in terms of knowledge and 
attitudes are measurable. However, the question as 
to the ultimate impact of this on beaviour remains 
unanswered. Further, information and knowledge 
once gained, may be used at any time later during 
the life, and provided the memory is retrieved at 
appropriate time and situation. 


Summation: (1) Health education should be taken 
seriously as its defined. (2) Education is not just 
teaching and methods; it is learning. (3) 
Communication is a life process and effective 
learning related to situations. (4) Behaviour is 
determined by lesson learnt from experience, 
knowledge and communication. (5) Self-reliance in 
health demands focused and sustained activities on 
the improvement of health attitudes and behaviour 
in individual, groups, and community as a whole. 
(6) The interventions and programmes for sustained 
community involvement, participation and initiative 
should be broad based and comprehensive with an 
objective of human resource development. It is the 
substantial issue of empowerment of the people and 
organizing them. It cannot be fragmented or 
compartmentalized for single or narrow purposes. 


All these are the challenges which need to be 
taken up rather earnestly and squarely. 


Contemporary Public Health, Ed. Gupta, J.P., and Sood, A.K., Apothecaries Foundation, Chapter 2.3: 2.152.22, New Delhi, 2005. 
Also in Sector Investment Programme, Continuing Medical Education, Public Health Department, Government of Maharashtra, 


Module 10; 33-43, October-December 2004. 
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ie Evoking Primary Health Care Approach through 
Horizontal Decentralization and Panchayati Raj System 


Introduction: The later half the twentieth century, 
we in India have witnessed the impact of political 
independence, population explosion, industrialia- 
tion and urbanization, and swift socioeconomic 
development resulting in scientific & technological 
progress, and improved quality of life of the people 
in general. From a situation of misery and decay, 
the achievements in health development were 
tremendous. The pace was stepped up considerably 
with the national commitment Alma Ata 
declaration. Health infrastructure and manpower 
were strengthened and highly potential schemes, 
viz. Multipurpose Health Workers’ and Community 
Health Workers’ were launched for providing 
‘Health For All’ through primary health care 
approach. Commendable improvement which took 
place cannot be underrated.' Health profile in 


Table 1: Health Indicators and the Variations 


Indicator 


India improved considerably. A single indicator is 
the increase in expectation of life at birth from 32.1 
years (1941-51) to 62.4 years (1996-2001). 


Notwithstanding this and despite good 
intentions and genuine efforts, we could not reach 
the expected level of health development. The 
basic health services still remain inaccessible to 
many vulnerable and underprivileged groups of 
people. The state of public health system is 
precarious. Even the poor are not satisfied with the 
health services delivery. The targets set for health 
for all by 2,000 AD are not realized. The progress 
of special programmes for the remote and backward 
areas, and underprivileged and poor people is not 
satisfactory. Inter- and intrastate and regional 
diversities and disparities are staggering (Table 1). 


Interstate Variations 


Birth Rate * 
(per 1000 population) 


Death Rate * 
(per 1000 population) 


IMR: * 
(per 1000 Live Births) 


Exp. of Life® 


MMR 
(per 1000 Births) 


Literacy Rate % 


60.7 
(1992-95) 


4.08 
(1997) 


62.0 
(1997) 


30.9 
(Bihar} 


9.8 
(Orissa) 


87 
(Orissa) 


lacs 
(Kerala) 

TOT 
(UP) 


93.3 
(Kerala) 


16.8 
(Kerala) 


6.4 
(Kerala) 


10 
(Kerala) 


Sey, 
(M.P.) 
0. 09 
(Gujarat) 


49.0 
(Bihar) 


* Provisional: SRS Bulletin, 37(2), October 2003, Registrar General, India, New Delhi. 


This situation constitutes a very complex 
problem because of the historical, political, cultural, 
socioeconomic, and management aspects and 
ramifications. Poverty is yet to be realized as a 
primary health problem, despite clear evidence 


(Table 2). The social system helps the poor in 
distress, but does little to nurture them = as 
productive and creative beings so that they are able 
to move upwards in the society with their own 
initiative and efforts. Under these circumstances, 
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various Committees and Commissions of the 
Government of India, Voluntary Organizations and 
National Institutes, Independent Commission on 
Health in India, and the World Health Organization 
(SEARO) have deliberated on why the status of 
public health system and primary health care was 
not up to the expectation and what went wrong.” 
Significant outcomes are many. Attention was 
drawn to the concept of new public health 
recognizing the intrinsic connection between health 


Table 2: 
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and poverty in individuals, and health and 
development in nations.’ Public health has to deal 
with issues that fell outside the traditional concern 
of the health sector. Attention was also drawn to 
the possible negative impact of globalization. 


Many documents provide insight, critical 
analyses, suggestions, recommendations, plan of 
actions, etc., and are freely used in this endeavour 
to develop a roadmap for Health For All in India. 


India 1992-93, Health, Nutrition and Population by Socio-economic Status 


(Sample size = 5,00,755) 


Indicator 


IMR/1000 births 
USMR/1000 births 

Total Fertility Rate 

Age Specific Fertility Rate 
per 1000 women, (15-19 yr.) 
Immunization Coverage 

- For all vaccines, % 

- Not immunized at all, % 
Delivery Attended by a 
Trained Person, % 

Use of Contraceptives by 
Married Women, % 


Socioeconomic Status 


86.3 


Source: Country Reports on Health, Nutrition, Population Status and Service Use among 
Poor and Rich, World Bank, HNP, May 2000. 
IMR = Infant Mortality Rate. USMR = Under Five Mortality Rate (of children) 


Note: 


We missed the road to Health For All by 
2000 AD. A critical failure was inability to grasp 
and fully appreciate the precise meaning, scope and 
implications of the term primary health care, even 
by high level administrators, technocrats and 
planners in India.? Despite successful demons- 
tration of alternative approaches for delivery of 
comprehensive health care to the poor by some 
voluntary organizations, the Government simply 
misbranded existing substandard ‘medical services’ 
as ‘primary health care’ and tried to extend those to 
some remote areas and urban slums.” 


We have to meet a big challenge. What is 
necessary is to strengthen public health system as a 
whole; and for this to take place the politicians, 
policy makers, executives and_ voluntary 
organizations should be coivinced about it, and 


willing to act appropriately. The weak or moribund 
system will not become strong by _ chance; 
strengthening of public health system demands 
deliberate and persistent efforts on the part of all of 
us. Therefore, it is essential to explicitly take 
cognizance of some basic information on public 
health so that one can have necessary insight and 
clarity. 


What is Public Health System, it’s Boundaries? 
System is an arrangement and set of inter- 
relationships among multiple © components 
functioning as a whole. Public health system is a 
social system consisting of mechanisms and 
organized efforts of a society or nation to protect, 
promote and restore the people’s health. Its three 
major components are: (a) Organizations such as 
Ministry, Department, Executive Directorate, 
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Educational and Research institutions, Service 
Delivery institutions such as health manpower, 
health care infrastructure, hospitals, etc. Different 
institutions have a mixed distribution and belong to 
either the governmental, public, corporate or 
private sector. (b) Management of all constituent 
organizations to make them function effectively, 
efficiently and collaboratively so as to achieve the 
aims and objectives of the system. Health 
management consists of systematic planning, 
programming, implementing, monitoring and 
evaluating, and redesigning and upgrading in order 
to meet the ever changing and dynamic health 
status and challenges. (c) The people for whose 
health and welfare the system exists and expected 
to work. Because of its unique characteristics and 
holistic nature, public health system also has 
inevitable interrelationship with other social, 
economic and political systems. 


Basic Requirements of Public Health Care: The 
minimum expectation from public health care is 
‘freedom from epidemics’. Secondly, in public 
health practice what is important is not what has 
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been achieved, but what remains to be done. 


Health Care’ is often and ordinarily confused 
and wrongly equated with ‘Medical Care or Cure’. 
In the Western and other developed countries, safe 
drinking water is available at all places to all 
people, sanitary disposal of excreta and other 
wastes is universal, food is plenty and wholesome, 
homes and workplaces are pollution-free and safe, 
harmful pests and insects are controlled, and people 
are better off. In brief, all basic public health needs 
are fulfilled. - Their residual health problem is 
medical care and its high cost; thus for them 
“health” means “medical care”. This is not at all 
true for us in India. See Table 3. Therefore, we 
cannot ignore environmental sanitation, hygiene, 
etc., the prerequisites of public health. It is injustice 
and harm to the most of our citizens to follow and 
promote the Western sophisticated medical care 
blindly. It is certain that medical care per se cannot 
help common people and the poor to improve their 
status of health. For health promotion adequately 
strong public health system and _ healthful 
environment are imperative. 


Table 3: Status of basic health determinants of health in the Western countries and India 


Determinants of Health 


Safe and adequate water supply 
Sanitary disposal of excreta and all 
other wastes 

Home and Occupation in 
pollution-free surroundings 


Medical and allied services 


Health status of people is determined by 
healthy environment, adequate nutrition and 
lifestyle conducive to health. Unfortunately, our 
so-called ‘health services’ fail to contribute much to 
any of these basic factors, but essentially provide 
curative medical care. Even the medical care is of 
poor quality and neither adequate nor satisfactory. 
The following are some important functions which 
should be performed effectively by the public 


Western Countries Bharat/India 


Universal 


Universal 


Adequate food supply Excellent O.K. 
Capacity to purchase food Excellent Poor 
Food and Personal Hygiene Good Bad 
Education High level Low 
Social and Economic justice O.K. Poor 


Present priority 
High cost 


Poor 


Bad 


Good Dismal 


Top priority to medical 
care, neglecting health 


health services. Its target should be comprehensive 
health development. 


(i) Control and prevention of common 
communicable and non-communicable diseases. 
Environmental health must be integral component 
of the activity. 

(11) Reduction of mortality, morbidity & disability. 
This involves multisectoral and multifarious 
activities which are well coordinated. 
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(iii) Development of miultidisciplinary and 
multilevel health manpower. 

(iv) Information, education and communication 
(IEC) persistent efforts and waging war to empower 
the people to become self-reliant in matters of 
health; and improve their coping capacities. The 
main objective is to bring about behavioural change 
so as to encourage lifestyles which are conducive to 
health promotion and disease prevention. 

(v) Research directed to solving health problems 
and ensuring progress. This involves health 
systems research (HSR) for optimum application of 
available knowledge and technology for welfare of 
the people and better quality of life. HSR should be 
an integral part of management of health services. 
(vi) Providing advocacy and securing community 
participation, and collaboration and cooperation of 
other developmental sectors. It is necessary to 
buttress people and the communities to take 
decisions that determine their health status; and 
participate and support developmental programmes 
of the PRIs and other local self-governments. 

(vii) Procuring adequate resources, including 
finance, trained manpower and_ strong public 
support. 


In view of these thought-provoking 
distortions, this paper is aimed at facilitating and 
redesigning the national and State level policies and 
activities which are needed to strengthen public 
health system and provide Health For All in the 
pursuit of achieving good quality of life with 
productivity, without infirmity and saving lives. 


Where we went wrong and our shortcomings’: 
Several factors and situations have led to the 
shortcomings and failures with a variable mix of 
general, management, technical and professional 
components. Critical analysis of various short- 
comings and deficiencies will help in deciding on 
the broad strategies and alternative approaches 
needed for strengthening national and state public 
health systems. In view of the considerable 
diversities and disparities, ideally every district 
needs to be taken as a unit for assessment, critical 
analysis and planning locally relevant corrective 
measures for a stronger public health delivery 
system. At the national and State levels adequate 
flexibility and open-mindedness are essential to 
ensure that the local felt-needs are fully satisfied. 
The solutions will neither be simple nor uniformly 
applicable. The present constraints, shortcomings, 
etc., are briefly listed as guideline for designing 
comprehensive and integrated health development 
programmes. 
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1. Lack of public and political support: People 
feel the need for health only when it is lost. Public 
health is remembered only during outbreaks of 
epidemic, major disaster, or high mortality and 
forgotten soon after the event is over. Even the 
elites and educated people have a poor level of 
health consciousness; they feel that medical and 
health care are synonymous and ignore their 
harmful habits and lifestyle. Political will is 
essentially for sophisticated medical care in five- 
star hospitals, rather than for provision of the basic 
health needs like hygiene and cleanliness, safe 
drinking water and sanitary disposal of excreta and 
other wastes. It is not realized that what is claimed 
to be cured by the doctors is the clinical disease, but 
the multiple factors causing disease are left 
undisturbed. Thus, there is gross neglect of the 
basic public health measures and common people 
are ignored in decision making process. 


2. Antagonistic impact of technological develop- 
ment: The modern sophisticated diagnostic 
procedures such as sonography, CT and MRI scans, 
angiography, endoscopy, etc., have resulted in early 
recognition, precise location and nature of the 
pathological lesions. With brainwash effect of all 
these exciting technological developments, clinical 
medicine has completely overshadowed public 
health discipline. This is despite the negative 
impact of technology such as commercialization 
and exploitation raising ethical issues. This has 
aggravated imbalance in the Governmental 
budgetary allocations between the curative services 
vis-a-vis public health services. World Bank funds 
are used to upgrade District Hospitals. In brief, the 
sum total of technological advances in health and 
medical sector is negative. 


3. Professional inadequacy and apathy of the 
Health Ministries and Directorates: This was a 
major reason of failure to provide Health For All by 
2000 AD due to inability to grasp and fully 
appreciate the precise meaning, scope and 
implications of the term primary health care. As a 


result, all that happened was some extension of 


(poor quality) curative services in the remote rural 
areas. Even the poor were not satisfied with this 
medical care and preferred to go to a private doctor. 
Health Directorates failed to perceive the high 
potential of multipurpose health workers’ (MPW) 
and community health workers’ (CHW) schemes 
towards the goal of health for all (HFA).’ These 
innovative schemes were a leap forward in 
empowering the community to attain self-reliance 
in health care. With the inapt handling, CHW/HG 
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scheme is defunct and functioning of the MPW 


scheme is far from satisfactory. Intersectoral 
collaborative nature of primary health care 
approach was not there. 

Inadequacy and poor quality of 


epidemiological practice, services and surveillance 
system resulted in late recognition and diagnosis of 
epidemics. Control measures were instituted late 
when epidemic was on its natural decline. In effect, 
many persons suffered and several died by the time 
epidemic was recognized, e.g., in outbreaks of 
malaria, Kala-azar and cholera. The disease control 
programmes failed to keep pace with the 
epidemiological and social transition and became 
inefficient. | Programmes continue as_ vertical 
despite mandate of the national health policy and 
expert opinion. In defiance of epidemiological 
diversity, the disease control programmes lacked 
relevance and flexibility. Because of inadequate 
technical insight and competence, management 
failed to introspect, resort to epidemiological tools 
and find new strategies, alternatives and innovative 
ways of doing things better, effectively and 
efficiently. Largely because of this, the burden of 
communicable diseases continues. 


With over-riding family planning and 
welfare programmes, public health services in 
general lost strength. It became so weak that it 
could handle only one programme at a time and 
performed poorly, that too at the cost of all its other 


functions. With poor performance of the Family 
Welfare programme, boost was intended by 
integrating MCH _ into it. The result was 


degradation of the MCH quality. To rectify this 
Universal Immunization programme was launched. 
With this, whatever was remaining in MCH went to 
the dogs. The worse came with introduction of 
pulse polio drive to eradicate poliomyelitis. While 
this drive will not eradicate polio, it has 
significantly reduced the UPI immunization 
coverage. Thus, for want of public health insight, 
the cause of classical and broad-based MCH 
Services has been damaged. 


As aresult of influence of the international 
and other external funding agencies, distortions 
have crept into national priorities. The instances 
include: DOT strategy for tuberculosis control, 
impregnated mosquito-nets for malaria control, and 
undue priority to AIDS and HIV control. No 
infectious disease can ever be fully controlled and 
its incidence reduced per se by chemotherapy, 1.e., 
treating the affected. This will only reduce 
mortality and duration of illness; thus reduce 
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prevalence. Primary preventive measures as a part 
of public health practice are absolutely necessary. 
The incidence of diseases like tuberculosis and 
leprosy will not come down till the housing and 
other socio-economic factors are taken care of. We 
shall have to evaluate old programmes and take up 
health systems research to develop a set of area 
specific new interventions. 


Effective health management information 
system has failed to evolve even after decades of 
research. Main reason is our administration is ad 
hoc and not based on evidence. At the district and 
sub-district levels, epidemiological surveillance is 
an unknown entity. Use of aggregate data at the 
national level camouflages the inter-State wide 
variations as seen in Tables 1, 4A and 4B. Similar 
pitfalls exist regarding inter-district variations and 
the ground realities. For effective management of 
local issues and needs, it is crucial to gather and use 
local (disaggregated) information and data. 


4. Conservative bureaucratic administration: 
With the characteristic avidity and negative attitude 
and skepticism of the bureaucratic system, the basic 
support for placing people’s health in their own 
hands remained a dream. In addition, term of office 
of the bureaucrats is about two years with the result 
that they tend to concentrate their own 
performance, are largely reactive to critical 
problems, and are not proactive with long term 
perspective. Management is mostly by crisis. 
Administration tends to maintain status co and the 
decisions are largely ad hoc. At the national level 
varied and divergent needs of different States are 
neither considered nor adjusted and accommodated. 
Therefore, local prerequisites are not granted. 
Credibility of the government health services in the 
Primary Health Centre complexes and hospitals is 
low because of indifference shown to the patients 
and for want of basic inputs such as staff and 
medicines, housekeeping, etc. No attention is paid 
to coordinate programmes of various divisions and 
bureaux within the health department itself. 


Decentralization is taking place very 
slowly and half-heartedly. In this regard, State 
Governments are no better vis-a-vis Panchayati Raj 
Institutions (PRIs) and Nagapalikas. State 
authorities are reluctant to decentralize and 
empower the PRIs and people. Genuine efforts 
have not been made to institute local governance 
and control. This is interesting because there is a 
parallel between better performance in improving 
the health status and the effective decentralization 
and empowerment of the PRIs. (Tables 4A & 4B). 
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Lack of flexibility is reflected in over- 
standardization and uniformity of public health 
interventions in different States and districts 
notwithstanding wide disparities, imbalances, and 
specific political, epidemiological & socioeconomic 
characteristics. States such as Maharashtra, Tamil 
Nadu and Punjab are well ahead in socioeconomic 
and health development than M.P., U.P. and the 
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Northern States. Despite this fact, none of the 
national health programmes take cognizance of this 
factor in planning, financing and management. For 
instance, although infant mortality rate in Kerala is 
10 as against the high of 87 per 1000 live births in 
Orissa, measures to reduce infant mortality are the 
same in these States. Failure to concentrate on the 
BIMARU States was a big lapse. 


Table 4A: Rural Health Indicators by Empowerment of Panchayati Raj Institutions 


State Categories 


With Empowered PRIs 
Maharashtra 
Tamil Nadu 
Gujarat 
Andhra Pradesh 
Karnataka 
West Bengal 


Average for India 


With Disabled PRIs 
Uttar Pradesh 
Madhya Pradesh 
Rajasthan 
Bihar 
Orissa 
Assam 


Sources of Data : Foundation for Research in Health Systems (2003), Health Monitor, Ahmedabad. 
Sample Registration System Bulletin, Volume 37(2), October 2003. 
Health Information of India, 97-98. Min. H&FW, Gol, and Rajya Sabha Unstarred Question No. 371, 04-03-2002. 


Note : CBR = Crude Birth Rate, Rural, 2002. 
IMR = Infant Mortality Rate, Rural, 2002 
EL’ = Expectation of Life at Birth, 1996-2001, estimates 


CDR = Crude Death Rate, Rural, 2002. 
TER = Total Fertility Rate, 1998. Lowest of 1.8 in Kerala. 
LR = Literacy Rate, Persons, 2001 


P<15 = Percentage of Population below 15 Years of Age, rural, 1998. 


Table 4B: Maternal mortality, ANC coverage and provision of safe-delivery 


MMR (1998) 
State 3 
(per 100,000 births) 
_ Gujarat 28 
- Tamil Nadu 79 
_ Haryana | 105 
- Maharashtra | 135 
_ India 407 
UP. 707 
Rajasthan 677 
| M.P. | 498 


Assam 451 


Percentage of Women Having 


Full ANC Safe Delivery 
8.3 56.3 
20.7 82.5 
3.2 32.8 
8.6 61.4 
10.6 40.4 
1.6 21.0 
1.9 33.5 
6.5 2eF 
10.7 31.1 
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5. Leadership crisis: Capability and expertise for 
public health administration has declined drastical- 
ly. After integration of public health and medical 
services, a treatment-oriented clinician, with no 
formal education in public health and 
epidemiology, time and again holds the post of 
Director General of Health Services in Delhi or of 
the Director of Health Services in the States. Such 
a person has faith and erroneous belief in that 
expansion and strengthening medical care improves 
health status automatically. Clinically oriented 
Leadership neither has interest nor enough 
technical insight into public health. With failure of 
the medical technocrats, bureaucrats took over, but 
they do not have real cognizance of public health 
problems. Bureaucracy in itself may not be 
detrimental as it is now, if the bureaucrats have 
sufficiently long tenure and sustained interest in 
health system at State and Central levels. The 
situation is the same in the districts. Briefly, 
integration of medical and public health has caused 
disintegration and breakdown of public health 
leadership, direction, administration and 
management. 


6. Lack of intersectoral approach: Apart from 
not being proactive, health departments are 
negligent and indifferent in taking initiative and 
ensuring intersectoral participation and 
collaboration for health development. There is no 
vigilance to safeguard health from adverse effects 
of development in other sectors, e.g., irrigation 
projects creating malariogenic conditions, 
urbanization creating slums, pollution due to 
industrial growth and heavy vehicular traffic, etc. 
For want of advocacy on the part of health 
authorities, many developmental sectors are 
neglecting and rendering disservice to the basic 
objective of developing a welfare society by 
disregarding impact of health on and of their 
programmes. The best example is of environmental 
health which is crucial but outside the jurisdiction 
of health ministry; and this calls for either close 
coordination or coherence. This is also true in the 
case of the Ministry of Human _ Resource 
Development in the task of making the people 
health conscious. 


Environmental health is getting degraded. 
Pollution levels of the harmful agents in the 
environment have gone beyond the safe-limits. 
Unsafe drinking water accounts for 80 to 85 per 
cent of illness in the country. While provision of 
sanitation and safe water supply is a statutory 
obligation of all the local self-governments, even 
Delhi Government has not only failed to provide 
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these basic needs, but has also gone to the extent 
bottling 20 litres of drinking water at Rs. 10, rather 
than meeting the obligation of providing safe 
drinking water equitably to all its citizen. Under 
these circumstances, satisfactory control of diseases 
such as cholera, diarrhoea, dysentery, infectious 
hepatitis, typhoid fever and other gastro-intestinal 
ailments, is out of question. Air-pollution is on the 
increase, so also the respiratory ailments. 


Urbanization is a global phenomenon and 
population is -getting divided almost equally in 
urban and rural areas. In India, nearly 40 per cent 
of the people live in urban areas and this proportion 
is increasing. With overcrowding and overuse of 
the civic facilities, the cities and metropolitan areas 
are no longer healthy. Ever growing slum 
population, glaring disparity between the rich and 
the poor, inadequate and unsafe water supply, 
substandard sanitation and hygiene, pollution are 
the major problems. Rapidly deteriorating urban 
health situation is not receiving necessary attention 
it deserves. 


7. Health manpower crisis: For want of health 
manpower development policy, Ad hoc training 
programmes have resulted in imbalance, distortion 
and poor deployment of health manpower. 
Relatively, there is overproduction of medical 
graduates and deficiency of other cadres. 
Undergraduate medical education has miserably 
failed to produce badly needed ‘General 
Practitioners’ or ‘Family Physicians’ resulting in a 
severe setback in strengthening the backbone of 
public health system, viz. strong ‘General Health 
Services’ catering for the first level curative or 
‘primary medical care’. As a result, India is the 
only country where we need national programmes 
even to provide diagnosis and treatment of common 
diseases such as tuberculosis and malaria. Further, 
this has also posed major impediment in disbanding 
vertical programmes such as malaria control, 
leprosy eradication and integrating them into the 
general health service. Training is not need-based 
and neglects practical exercises and skill building. 
Despite establishment of department of preventive 
and social medicine in every medical college, 
prevention has not become an integral part of 
clinical practice. 


Facilities for postgraduate education in 
public health are grossly inadequate, of poor quality 
and badly neglected. Lack of career opportunities 
to those who go for public health service compared 
to those to the medical specialists has deterred 
merited students and doctors from opting for public 
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health speciality. There is paucity of competent 
public health specialists. 


8. Mismatched organizational set-up: With 
impromptu. and ad hoc’ expansions, the 
organizational set-up of Health Ministries and 
Departments at the central and State governments 
has become out-dated, duplicate, colossal and 
inefficient. The organizational set-up has not kept 
pace with the changing role, technology, function 
and responsibility. In brief, the central and State 
administrative setups are unwieldy and largely 
redundant. They have become the bottlenecks for 
progress. District level organization which is most 
crucial has remained dismally weak. Performance 
of primary health centre complexes and deployment 
of manpower at grassroots are far from satisfactory. 
Because of apathy and poor quality of the services, 
even the poor are not satisfied. Appropriate 
changes in the organizational setup are imperative. 


9. Undue centralization: Adverse impact of 
vertical national programme and_ undue 
centralization is best illustrated by the failure of the 
family welfare programme. Not only this, but it has 
caused serious damage to the public health services 
by wrecking its primary functions. In addition, 
with undue centralization of authority at the 
national level, the State Health Directorates have 
lost initiative, have become passive agents in health 
development and have failed to provide public 
health services to the people. The guidelines issued 
by the Centre are blindly followed by the State 
authorities as a directive. In brief, although 
constitutionally health is a State subject regrettably 
none of the States have assumed the responsibility 
of providing ‘public health’ to their people. 


10. Public health institutions: These form the 
backbone of the public health system of a country. 
Significantly, because of neglect, most of the public 
health institutions in India are either stagnant or 
decaying:® Effective leadership and direction are 
not there. The consequences are (i) a degeneration 
in the quality and impact of key institutions in the 
field of education and research in public health, (11) 
a steep decline in the quality of public health 
specialists, (iii) key positions in public health 
management, such as of the Director, are filled by 
clinicians, with little or no training and experience 
and/or exposure to public health, (iv) generalist 
administrators belonging to the IAS cadre were 
allowed to take policy, operational and even 
technical decisions on public health and medical 
matters, and dominate as (pseudo)experts in the 
field of public health in the country, (v) 
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postgraduate institutes of ‘medical sciences’ were 
established at the cost of adequate funding for 
training in public health disciplines. Whereas there 
are many Postgraduate Institutes of Medical 
Sciences and over 210 medical colleges in India, 
there is just one school of public health and it is 
uncared for, (vi) the general lack of concern about 
quality has adversely affected the reliability and 
accuracy of available public health laboratory 
services. In brief, the effect is considerable 
deterioration of public health system. 


11. Neglect of research: Lack of aptitude for 
research (even trial and error method) on the part of 
health managers is detrimental to performance and 
effective management. Need for health systems 
research for effective application of available 
scientific knowledge and technology for welfare of 
the people is still not recognized. Interventions are 
selected without field trials for efficacy and 
feasibility. Further, locally successful alternative 
and innovate alternatives developed by the health 
officers and voluntary organizations were not tested 
and appropriately modified and/or made flexible for 
wider application in diverse conditions. Cost- 
effectiveness is never established. In the case of 
Indian Council of Medical Research, biomedical 
research is mostly repetitive, epidemiologically 
mediocre, not designed to solve health problems 
and not directed to generate database for planning. 


12. Ignoring expert opinions: Many of the reports 
of Expert committees which are often nominated by 
the Government to critically appraise health 
programmes remain in cold storage without any 
action. Even if the reports are accepted, it is 
common practice to ignore important and critical 
recommendations without assigning reasons, and 
minor ones which are of little merit are accepted, 
e.g., multi-purpose health workers’ (MPW) scheme 
was not applied to and above district level health 
administration. Community health centres became 
30 bedded rural hospitals instead of functioning as 
sanitation-cum-epidemiological centres. In the 
control of population growth obsession with sterili- 
zation operations and contraceptives continues. The 
National Population Policy 2000 (NCP has met 
only once in four years) aims meeting all kinds of 
unmet needs of the poor, but the focus at the 
grassroots still remains only on the unmet needs for 
contraception and in practice emphasis is on ANMs 
bringing ‘cases for tubectomy’. 


National health policy has been revised 


and new policy has been adopted. It is pertinent to 
point out that the previous health policy statement 
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was highly critical of the situation of public health 
System; its directives were laudable. However, 
major policy mandates were ignored, remained on 
Paper or even negated. Some examples are (i) 
instead of integration of existing vertical 
programmes, new programmes are added, (ii) the 
general health service was neglected rather than 
Strengthening it, (iii) failure to decentralize and 
place people’s health in people’s hands, and (iv) 
indifference in providing the full package of nine 
elements of primary health care to the poor and 
other have-nots. Briefly, the old policy suffered 
from contradiction between its profession and 
practice from very inception. The new policy 
should not go that way and emphasis on primary 
health care should continue. 


13. Lack of true partnership with the voluntary 
agencies: There is no coordination and real 
partnership between the Government and voluntary 
organizations. It is not recognized that voluntary 
organizations play specific roles which are 
complimentary and supplementary to those of the 
Government. Genuine voluntary organizations are 
not subordinate but independent agencies. Services 
such as for the tertiary health care are best left for 
the corporate sector. Full details of the role of 
voluntary organizations and people’s action groups 
are available else where.” '° 


14. Private sector: Profit is the primary motive of 
private organizations although service to the poor 
and disabled may also be one of their objectives. 
The private sector does not cater for preventive and 
promotive health care. It mostly provides medical 
care for a wide range of diseases and symptoms, 
but often fails to provide treatment to the poor 
suffering from common ailments and diseases like 
tuberculosis and malaria. With modernization, 
there is growing tendency for commercialization 
and exploitation. Attempts to rationalize the use of 
drugs, have failed. While Public/Private 
partnership should be developed, private medical 
practice needs to be regulated (1) to ensure quality, 
accountability, cost-effectiveness and_ rationale 
treatment, (ii) for health insurance, (i11) standards to 
protect consumers and providers, etc. 


15. Adverse’ influence’ of international 
organizations and external funding agencies: 
With globalization, interaction with these bodies is 
on increase. International health and _ related 
programmes are intended to help developing 
countries. However, these are often based on the 
background of home-country experience of the 
international experts, and may not often be relevant 
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to the conditions in the recipient country. The 
donor agencies often put some conditional 
stipulations which may not be good /appropriate in 
the national interest. The antagonistic effects 
include distortion of national policies and priorities, 
and programme strategies and interventions are 
based on the agenda of the funding agency like the 
World Bank ignoring local cultural and social 
relevance, epidemiological diversities, managerial 
ability, etc. While globalization is inevitable, its 
adverse impact should be minimized, if not averted. 


16. Financial constraints: Because of low priority, 
budgetary allocations have progressively declined 
in real terms, while the needs have gone up 
considerably. To make the matter worse, because 
of economic reforms and structural adjustments, 
budgetary deficit is being contained by reducing 
operative and capital expenditures, thus, materially 
increasing the proportion of non-operative 
expenditures such as on salaries of the staff. 


On the top of this, because of wrong 
priorities, limited financial resources are spent 
wrongly. Funds at disposal are neither fully 
utilized nor used cost-effectively. There are 
distortions. Recently, Government of India has 
declared its intension to establish clones of AIIMS 
(All India Institute of Medical Sciences, New 
Delhi) in many other States at huge costs Much 
larger funds are provided for medical education and 
tertiary high-cost medical care to a few, leaving 
only a meager fund for primary health care facilities 
to the common _ people. State Governments 
expenditures on promotive and preventive health 
care from their own fund are _ insignificant. 
Callousness goes to the extent that if the Central 
funds or free supplies are not available, State funds 
are not sanctioned for major services such as 
immunization; and treatment of tuberculosis, 
malaria or leprosy come to standstill. 


In India economic reforms have not 
generally helped in fashioning a good public health 
system which benefits the poor. Public health 
sector is adversely affected because of economic 
reforms and budgetary allocations for the disease 
control programmes are progressively lowered. 
Structural adjustments have resulted in reduction of 
the operative and capital expenditures. As much as 
60 to 70 per cent of the health expenditures are for 
payment of staff salaries, rents and other non- 
operative or revenue heads. Private services are 
primarily a business and try. to get maximum and 
quick returns for the investment. Privatization of 
most of the primary public health measures is 
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impracticable, while there is some scope for it in 
medical care. Privatization of medical care will 
simply promote costly private hospitals with all 
latest equipment, or health resorts and gymnasiums 
with all sorts of gadgets to reduce the body fat of 
the rich. 


17. These are then the things which have 
collectively weakened and disorganized the public 
health systems in India. Some of these factors are 
synergetic; and all taken together make public 
health services ineffective & inefficient. Important 
strategies & management inputs needed for streng- 
thening public health and ensure primary health 
care will be facilitated if these items are attended to. 


Proposed Strategies and Approaches: The need 
of 21° Century is to depart from the beaten path of 
the last quarter century which has misled and fully 
deceived us. We shall have to explore new ways 
where there will be a lot to discover, learn and 
prepare a roadmap to follow. The term decentra- 
lization is used in this document in two options, 
firstly horizontally between Ministries & Depart- 
ments within Governmental setup and secondly 
vertically from the Governments to the local-self 
Governments, voluntary agencies, private and 
corporate sectors and ultimately the people at 
grassroots. The strategies and approaches can be 
grouped in three broad categories (a) strategic 
planning, (b) manpower development and training 
and (c) practice of public health and appropriate 
organizational transformation. 


1. Strategic planning: Strategic policy is both a 
mechanism and an expression of the political will, 
full support and pledge, which are vital to the 
national endeavour to strengthen public health 
system adequately and make it effective. With 
glaring failures in the public health sector, a fresh 
mindset is necessary to drive home that health is all 
pervasive and every body’s business. The focus 
has to be on the people; the programmes should be 
aligned to the needs of the people in diverse 
conditions and locations. Further, the object or 
main target should be the ‘have-nots’ and 
underprivileged groups of people; everything else 
should be geared to provide support grassroots 
activities to ensure desired outcome and impact. 
The vicious cycle that exists between poverty, 
inequality, social injustice, poor health & uncertain 
access to health services, should be broken. The 
aim is sustainable health development through 
primary health care approach, as an integral compo- 
nent of socioeconomic development for a welfare 
and democratic society. Ultimate goals are equity, 
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justice, alleviation of poverty, peace, prosperity, 


happiness and better quality of life. People cannot 
be separated from their environment. Therefore, 
the next priority in health development should be 
accorded in providing healthful environment, 
making the domestic and work locations pollution 
free, and preventing degradation of environment in 
general. It is needless to state that the essence of 
development is harnessing scientific & technical 
developments for the betterment and happiness of 
the people at large. An important issue of the Basic 
minimum services in rural India has _ been 
comprehensively covered in the Annual issue of 
Kurukshetra {50(12), October 2002, Ministry of 
Rural Development}. It covers many things which 
fall under primary health care & more, viz. housing, 
road, fair price shop, primary education, etc. It will 
be imperative and cost- & efforts-effective to colla- 
borate with the Ministry of Rural Development in 
the task of providing basic health needs to the 
people. It is vital to recognize and exploit the 
transverse benefits from and to other programmes 


One of the major challenges is to shift the 
preference of the government, public, corporate and 
private sectors from the secondary and tertiary 
health, i.e., hospital services to in favour of primary 
health care, i.e., what may be called ‘new public 
health’. An indispensable part of the effort is the 
district level policy formulation and decentralized 
planning for socioeconomic & health development. 
This is the most critical and precise exercise in 
strengthening the public health system in India. 
The advantages of this decentralized activity are: 
(a) Local needs of the community can be ensured. 
(b) All the vertical programmes come to the end 
point at the villages. Integration of developmental 
inputs and activities of different sectors, therefore, 
becomes easy at the grassroots paving way for 
effective and _ sustained health development. 
Potentially, intersectoral cooperation and collabo- 
ration can be satisfactorily resolved, in fact could 
be inevitable, because of convenience and local 
initiative and pressure to meet the unmet needs. (c) 
Community involvement & participation are facili- 
tated, in fact, become imperative. In reality, there 
should be Government participation in peoples’ 
programme. (d) Development of local leadership, 
an essential element or success, is energized and 
promoted. (e) People do get organized and are 
empowered in their own settings. (f) Given expert 
guidance, the resources and appropriate technology, 


local governance improves performance and 
productivity. (g) The process of development 
becomes democratic and _ transparent, thus 


discourages corrupt practices. 
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An indispensable part of the effort is the 
district level policy formulation and decentralized 
planning for health development. This is the most 
critical and precise exercise in strengthening the 
public health system of the nation. The advantages 
of this decentralized activity are: (a) Local needs of 
the community can be ensured. (b) Integration of 
development inputs and activities of different 
sectors becomes easy, resulting in effective and 
sustained health development. The un-met problem 
of intersectoral cooperation and collaboration can 
be satisfactorily resolved because of local initiative 
and convenience. (c) Community involvement and 
participation are facilitated, in fact, become 
inevitable. (d) Development of local leadership, an 
essential element for success, is energized and 
promoted. (e) People can be organized and 
empowered in their own settings. (f) Given expert 
guidance, the resources and appropriate technology, 


local governance improves performance and 
productivity. and (g) The process of development 
becomes democratic and _ transparent, thus 


discourages corrupt practices. 


It is necessary that each State formulates 
its own State specific health policy, plan and 
programmes going beyond the national policy and 
plan, but within the objective of national frame. 
The State policy and planning are essentially 
amalgamating, refining and coordinating the 
district, sub-district and community level planning. 


In turn, the district plan and programmes 
are essentially summation of the village level 
exercises, moving below upwards through the local 
self-government institutions, e.g., Panchayati Raj 
institutions such as Gram-Sabha, Panchayat Samiti 
and Zilla Parishad (PRIs) in rural areas and 
Nagarpalikas in Urban areas. In initial period, the 
people, local organizations and their elected 
representatives need to be properly and adequately 
informed, trained and empowered. Further, they 
are guided and assisted, as and when necessary. 
Community level planning and implementation of 
health care programmes will encourage evolution 
of local database and development of workable 
health management information system. There is 
no need to elaborate the process further, because it 
is now obvious that such a bottom-level exercise 
will make State and National plans need-based and 
people oriented. The higher level tasks at the State 
and National authorities will be coordination 
between different district plans, training, research 
and assessment, and providing adequate financial 
resources, freedom, flexibility and authority. The 
critical inputs are new directions, supports and 
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initiatives which are people-centered, adequate and 
timely. In this way, health development will 
become people’s movement and health care 
facilities will develop and establish around the life 
patterns of different people. 


2. Health Manpower development and training: 
Soundness and efficiency of any system rests on 
and ultimately decided by the quality, capability, 
adequacy and commitment of its manpower. Of all 
the resources, manpower is the most vital and basic. 
Therefore, indispensable strategy and approach to 
strengthen public health system is to accord highest 
priority to health manpower development. Public 
health system requires persons at various levels of 
its organization and programmes; these persons are 
required to shoulder responsibilities and perform 
efficiently to attain fully and economically, the 
objectives of the organization. For this to happen, 
staff should be educated and trained for producing 
officers who are professionally and technologically 
capable, socially motivated, able to deal with 
development and day-to-day management 
efficiently, study and solve the problems and 
willing to proceed and perform duties within the 
existing constraints. The current health system 
gives only lip sympathy to task-oriented public 
health education and training. Emphasis should be 
on quality and practice. An urgent need is of 
motivated and capable teachers who are paid well 
and given adequately high status. 


The most critical inputs for optimum 
management and utilization of manpower are 
capable leadership and appropriate direction. 
Unfortunately, this is not the case with our public 
health system, hence the breakdown. There is 
urgent need to invest and establish postgraduate 
institutes to train public health specialists and 
superspecialists such as epidemiologists and public 
health engineers. Appropriate measures are also 
required to attack talented person to opt for careers 
and personality development in public health. 


Lastly, but not the least, in health system, 
the beneficiaries — the people — cannot really 
benefit, if they remain passive. For improving 
health status, individuals and communities shall 
have to be mostly self-reliant. To-day, there is not 
much concern and sustained interest in the public 
health measures for preventive and promotive 
health care. Dismal condition of sanitation and 
hygienic in particular and environmental health in 
general is threatening. However most sophisticated 
and modern hospital facilities for tertiary ‘health’ 
(medical) care are being raised even by the 


Governments. For the very reasons, public health 
system cannot be strengthened unless the people at 
large, politicians and bureaucrats feel necessity for 
it. Therefore, this aspect of human _ resource 
development, assumes supreme significance. 


3. Practice of public health: Practice leads to 
proficiency. Public health system can get the 
know-how, if public health is practised deliberately, 
intelligently and faithfully. In the process, the 
organization learns on its own, progressively 
improves and becomes stronger. The best strategy 
is to amend mindset, ways of administration and 
management. Our main weakness is management. 
Thus, a simple and quickest way to ensure 
development of a strong and efficient public health 
system is to hand over the managerial responsibility 
and authority to a team of competent and 
knowledgeable persons with good track record. 
Search and employment of suitable persons who are 
experts in public health management, preferably 
those with experience in practice of health 
development is urgent imperative. We have living 
examples even of the bureaucrats who have 
demonstrated remarkable improvements in very 
short period, e.g., at Thane in Maharashtra and in 
Surat in Gujarat. 


Traditional system of ‘public adminis- 
tration’ should give way to ‘business management’, 
profit being Health For All (have-nots) by 2010. 
Development of efficient monitoring and evaluation 
system and supervisory mechanism, require due 
consideration to improve performance and ensure 
desired impact in time. All the constraints and 
shortcomings described earlier should be rectified 
as quickly as possible. Community participation 
and involvement should be raised to the level of 
community initiative and social actions for 
safeguarding health. Topic of organizational setup 
is covered elsewhere. 


Significance of development and training 


of manpower has been emphasized earlier. 
However, for satisfactory performance, health 
personnel should be deployed appropriately, 


provided with supportive supervision, and given all 
the prerequisites for working _ efficiently. 
Inappropriateness of the present organizational 
setup of health delivery system in India has been 
cited in the National Health Policy Statement, as a 
cause of poor performance. Reorganization of the 
setup of health services system in India is 
imperative. Key elements to consider are, separa- 
tion of the public health and medical departments, 
decentralization coupled with coordination, 
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comprehensive & integrated approach, autonomous 
& strong public health institutions, regionalization, 
empowering people through PRIs, and development 
of supportive and two-way referral systems. 


Management of illnesses, and diagnosis 
and treatment of diseases, is a primary function of 
the general or basic health services. However, this 
is not the case of public health system in India. 
National disease control programme has taken the 
function of treating even the common ailments such 
as tuberculosis, malaria, etc., instead of subserved 
by the general health services. This has proved to 
be a wrong and wasteful approach, and should be 
immediately corrected. First level management of 
illnesses, and diagnosis and treatment should be 
taken care of by the private medical practitioners 
and the general duty medical officers, and nursing 
and paramedical staff of public dispensaries, 
clinics, primary health centres, etc. 


Man being the most important resource for 
development, expenditures on health should be 
considered as investment and not as consumption. 
Inadequacy of funds is a characteristic feature of 
any public health system. This problem can be 
tackled by (a) setting health priorities by 
comparisons which are based on mandatory criteria 
like the extent of mortality and morbidity of the 
condition, economic and societal impact, efficacy 
of the available intervention/s and feasibility of 
implementation, etc., and (b) observance of 
economic principles such as cost-benefits, cost- 
effectiveness and sustainability. Again all this has 
to be done in conformity with the national 
socioeconomic development, cultural settings and 
social relevance. 


In India, these fundamental rules of public 
health practice are being flouted. Irrationality this 
has resulted in glaring and ominous consequences 
to such an extent that even the newspapers are 
taking its cognition. A recent column reports, “The 
allocation of funds through government and non- 
governmental organizations for AIDS program is 
estimated as Rs 1,450 crore, for Hepatitis-B 
estimated as Rs 500 crore, while the budget for 
tuberculosis is a mere Rs 194 crores”. Tuberculosis 
which is an undisputed top priority public health 
problem in India, gets the least, despite it is curable 
with an effective and affordable treatment. 
However, because of international influence, HIV 
gets highest funding in spite of its low incidence 
and mortality, HIV infection is incurable and drugs 
are very expensive. A venereal disease like 
HIV/AIDS cannot be controlled unless man gives 


256 


up promiscuity. Because of commercial vested 
interest, hepatitis-B gets priority over tuberculosis, 
Hepatitis A and C. Such lapses in the public health 
practice should be scrupulously avoided. The task 
of setting priorities should be assigned to a team of 
competent & experienced public health specialists, 
managers and economists. 


In great contrast, it is worth mentioning 
the strong American political will and high 
epidemiological sense regarding basic measures to. 
reduce of high teenage birth rate and primary 
prevention of sexually transmitted infections such 
as HIV/AIDS. As early as 1981 abstinence-only 
education began with passage of the Adolescent 
Family Life Act (AFLA). Subsequently there were 
modifications and the 2003 federal budget 
provision was more than US$ 135 million for a 
eight point strategies: (a) has as its exclusive 
purpose, teaching the social, psychological, and 
health gains to be realized by abstaining from 
sexual activity; (b) teaches abstinence from sexual 
activity outside marriage as the expected standard 
for all school age children; (c) teaches that 
abstinence from sexual activity is the only certain 
way to avoid out-of-wedlock pregnancy, sexually 
transmitted diseases, and other associated health 
problems; (d) teaches that a mutually faithful 
monogamous relationship in context of marriage is 
the expected standard of human sexual activity; (e) 
teaches that sexual activity outside the context of 
marriage is likely to have harmful psychological 
and physical effects; (f) teaches that bearing 
children out-of-wedlock is likely to have harmful 
consequences for the child, the child’s parents, and 
society; (g) teaches young people how to reject 
sexual advances and how alcohol and drug use 
increases vulnerability to sexual advances; and (h) 
teaches the importance of attaining self-sufficiency 
before engaging in sexual activity. There is a lot of 
debate on this programme; and this is covered in a 
separate chapter on the control of HIV/AIDS in 
India. However, this clearly points out our 
incapability to promote and exploit our strong 
social values and ethics in controlling sexual 
behaviour, despite the fact that the eight points 
mentioned above are the part and parcel of our 
cultural heritage. Epidemiologically, these are the 
primary determinants. The main objective of health 
education is to bring about behavioural change so 
as to encourage healthy lifestyles and improve 
people’s coping capacities. Why not we do it? 4 

In every culture, family institution was 
established as a mechanism to ensure and promote 
monogamous sexual behaviour. All the eight moral 
values incorporated in the American Act of 1981 


Zot 


are prevailing and accepted by all societies and 
religions in India. However, with the breakdown of 
joint family system and intrusion of nuclear 
families these values and norms have become weak 
in upbringing of the children. It is high time that 
we should abandon the alien ideas of sex education 
in the school and incorporate these and other codes 
of conducts as a part of curricula in the formal 
school education. Likewise Pavitrata, Swasthata 
and Sovle form traditional ways of practising 
sanitation and hygiene, which have not received 
attention of our education system. 


Lastly, it is necessary to recognize and 
actively support creative activities of research 
scientists to find out, test and refine measures and 
interventions which are more effective, innovative, 
more acceptable and quickly applicable in diverse 
conditions for prevention and control of diseases, 
quicker relief from illnesses, and promotion of 
health of people, especially of the poor. Health 
services research should become an integral part of 
health management. In India, Indian Council of 
Medical Research needs to be restructured to 
function as Indian Council of Health Research to 
provide necessary support to the public health 
system, leaving the task of ‘medical research’ to the 
medical colleges and the national postgraduate 
institutes of medical sciences and research. 


Interventions Required for the Roadmap to 
Health For All (HFA): How to meet challenge? 
How and where to start? Let us consider these 
logical questions and work out a plan of action so 
that the ball starts rolling. Following are guidelines 
to be followed and important factors which should 
be guaranteed by the health development planners 
and managers. In primary health care approach all 
that we need is to ensure achievement in the 
substance of its ‘nine elements’, follow its six 
principles, and take essential preparatory steps 
before embarking HFA which we have failed to 
provide earlier. These are spelled out below: 


1. Nine Elements of Primary Health Care: This is 
an integrated package. Thus, the elements should 
not be singled out. These elements are the roads we 
shall have to follow in order to reach the destination 
of health for all through primary health care. 


i. Adequate food-supply and proper nutrition. 


ii. Water adequate to permit cleanliness and safe 
for drinking, and basic sanitation including 
housing and waste disposal. 

i. Services for provision of antenatal, natal and 
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post-natal care, including family planning. 

iv. Infant and childhood care including nutrition. 

v. Immunization against the major infectious 
diseases of childhood. 

vi. Prevention and control of locally endemic 
diseases. 

vii. Elementary care and appropriate treatment of 
all age groups for injury and common diseases. 

vill. Education regarding health problems and the 

methods of prevention and control. 
ix. Provision of essential drugs. 


2. Prerequisites of Primary Health Care: These six 
principles will provide essential building materials 
to pave the roads to health development: (1) 
Political social will. (ii) Community participation. 
(iii) Multisectoral approach. (iv) Appropriate tech- 
nology. (v) Decentralization. (vi) Referral system. 


3. Preparatory Steps for Launching Health Deve- 
lopment in the 21° Century: National commitment 
and willingness to take initiatives for health 
development are the foremost steps in the task of 
strengthening public health system. Despite lapse 
of over half a century, India still have the funda- 
mental problems of poor sanitation and hygiene, 
hazardous environment, ignorance, poverty, apathy 
about health, lack of concern of quality, ineffective 
administration, etc. Thus, in comparison with the 
developed countries, we have a long list of 
unfinished agenda which shall have to be attended 
first and on priority basis. Each State shall have to 
rejuvenate and strengthen its public health system 
cater to the basic unmet needs of people living in 
dissimilar and varied rural and urban areas, and 
under divert conditions. 


In this regard, recommendations of the 
Regional Conference on Public Health in South- 
East Asia in the 21° Century, which was organized 
by the World Health Organization, SEARO, in 
Kolkata, in November 1999, are useful.!? While 
appreciating substantial achievements in improving 
the health status of the people during the past 
decades, attention was drawn to the unfinished 
agenda of existing health concerns, & new complex 
challenges that demand innovative solutions. The 
centrality of meeting the health needs of the 
community and our responsibility to preserve, 
protect and promote the health of the people, was 
upheld. Items such as poverty alleviation, equality 
and social justice, gender equality and universal 
primary education were identified as _ essential 
elements in the pursuit of Health For All. It was 
recognized that public health expertise, capacity 
building and experience are essential for sustained 
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partnerships to design, develop and provide health 
for the community. The importance of public health 
as a multidisciplinary endeavour to meet those 
needs was emphasized. Recommendations under 
the “Calcutta Declaration on Public Health” are 
reproduced below: 


(i) Promote public health as an_ essential 
requirement for health development in the Region. 
In addition to addressing the challenges posed by 
ill-health and promoting positive health, public 
health should also address issues related to poverty, 
equity, ethics, quality, social justice, environment, 
community development and globalization. 


(ii) Recognize the leadership role of public health 
in formulating and implementing evidence-based 
healthy public policies; creating supportive 
environments; enhancing social responsibility by 
involving communities and _ increasing — the 
allocations of human and financial resources. 


(iii) Strengthen public health by creating career 
structures at national, state, provincial and district 
levels and establishing policies to mandate 
competent background and relevant expertise for 
persons responsible for health ofthe population. 


(iv) Strengthen and reform public health education 
and training, and research, supported by networking 
of institutions and the use of information 
technology, for improving human_resources 
development. 


The members of the Indian Public Health 
Association, Indian Association of Epidemiologists 
and Indian Society of Malaria and Other 
Communicable Diseases, and all those attending the 
Joint National Conference of Indian Public Health 
Association, Indian Association of Epidemiologists 
and Indian Society of Malaria and Other 
Communicable Diseases, Agra, reaffirmed the vital 
role of Public Health and its allied disciplines in 
health care delivery and the overall development of 
the nation. They endorsed the Calcutta Declaration 
of 1999 and in addition, called upon the Central and 
take necessary action 
urgently for: 


e initiating and carrying out structural changes at 
all levels of health services leading to the 
establishment of Indian Public Health Service, and 
establishing a cadre and a career structure of public 
health professionals, 


and 
health 


e making public health qualifications 
experience mandatory for all public 
positions, both at the central and state levels, 
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¢ developing and promoting a network of 
training and research institutions in public, private 
and voluntary sector, for promoting quality public 
health practice, education and research. 


National Plan of Action: India as a signatory 
member State to the Calcutta Declaration should 
promote and strengthen public health.'> This is 
essential to ensure that various activities are 
selected properly, are culturally and socially 
relevant, are tested for efficacy, have potential of 
acceptance and implementation, are coordinated, 
have wider application, are sustainable, and are 
cost-effective. The proposed Action Plan will be 
presented in two parts: Part I: Strategic — Building 
the Nine Elements of Primary Health Care, and Part 
II: Operational — From Public Administration to 
Business Management. Following are the 
recommendations for actions and accomplishment: 


Strategies for Building Nine Elements of 
Primary Health Care 


(A) Strategies for Health Promotion 
through Primary Health Care: It is essential to 
reiterate that primary healthcare is an approach and 
not a programme by itself. As stated earlier, it is 
essential to use management processes such as 
decentralization, community participation & multi- 
sectoral approach. Use of appropriate technology 
and development of referral system are other items 
to follow. These strategies are based on the nine 
elements of primary health care. These collectively 
lead to the destination of health for all. This is the 
most important part of the operations to be planned 
for decentralized actions. 


1. Adequate food-supply and proper nutrition — 
Nutrition is one of the basic life-supports and chief 
ingredient of health. Ensuring food and nutrition 
security is a complex undertaking. Ttwsis 
truly a multisectoral exercise involving departments 
of agriculture, food, health, commerce and industry, 
transport, social welfare, education, and finance. 
See diagrams 1 and 2. Food security has been 
defined as food availability linked to production, 
food access depending on purchasing power and 
food absorption as a function of drinking water, 
health care and education.'® The Hunger Map of 
India reveals that food sustainability is not 
satisfactory in Nagaland, Tamil Nadu, Jharkhand 
Bihar and Orissa; and in general it is marginal.'* It 
is clear that nutrition is not only a question of 
preventing or treating mal- and undernutrition, but 
also a lifestyle issue. Diagram 1 clearly demons- 
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trates the integrated and intersectoral nature, and 
interdependence of health, nutrition and socio- 
economic development. Diagram 2 reveals various 
factors that determine nutritional status of 
individual members of any community. It shows 
the complexity and wide range of activities which 
are required to ensure adequate nutrition through 
proper food supply and its consumption. These 
Diagrams together reveal comprehensiveness, 
relevance, interrelationship and inter-dependence of 
the nine elements of primary health care. M.S. 
Swaminathan - Research Foundation considers 
income generation by the poor families as a single 
major factor. 


It is important to note that nutrition 
programmes such as food subsidies, public distri- 
bution system, supplementary food programmes 
such as mid-day meals for school children and 
Integrated Child Development Programme (ICDS), 
food for work, etc., have not made any significant 
dent in prevention of undernutrition among the 
poor, let alone ensuring good nourishment. The 
deplorable state of malnourishment in India is 
reflected in the high incidence of over 60 per cent 
of anaemia in pregnant women and of mortality of 
children under-five years of age (Table 2). 


On the other hand, among the affluent 
classes incidence of overweight and obesity is on 
increase. Similarly, fast-foods, processed foods, 
aerated drinks, etc., which are high caloric due to 
fat and sugar and contain extra salt; foods of animal 
origin, consumption of alcohol are being popula- 
rized by the food industry. This makes room to the 
diseases of affluence, e.g., high blood pressure, 
diabetes, coronary heart disease and cancer. 


Interventions by the Central and State levels: 


(1) Ministries and Departments of Agriculture, 
Food and Rural and Urban Development — 
Upgrading programmes to ensure adequate 
production of varieties of foods such as grains, 
pulses, vegetables, oil-seeds, animal foods, etc; 
adequate stocks and proper storage of various 
foods; ensure transportation to all places; equitable 
distribution; adequacy and availability of all kinds 
of foods; ensuring quality and safety of foods 
through prescribing standards; controlling food 
processing and manufacturing practices by the food 
industries and others; ensure adequate income 
generation of the poor families so that they can buy 
the foods they require; employment generation and 
promotion of self-employment, etc. 


NM 
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Diagram 1: Conceptual Framework of Health Development and Nutrition Security 


DEVELOPMENT 


| Good Health 


+ Better Ag¥icultural 
Good Nutrition & Food Production 


Greater Efficiency 


< Nutritional Surveillance 
Food Production, Processing and Distribution 
< Food Supplementation 
< Nutrition Education 
< Breast-Feeding 


‘h ‘h 


CURATIVE 
— First-aid Service 
— Simple Medical Care 
— Referral Services 


(ii) Ministries and Departments of Education, 
Women and Children, Social Welfare — To provide 
for and ensure proper formal and _ vocational 
education and training to the members of the poor 
families; promotion and support to the self-help and 
such other groups through rural banking sector; 
school sanitation and hygiene, health and nutrition 
programmes; training programmes on nutrition and 
dietetics, etc. | 


(iii) Ministries and Departments of Environment, 
Urban and Rural Development: To improve 
environmental health through supply of safe water 
adequately and easily accessible; sanitary disposal 
of human and animal excreta; sanitary disposal of 
waste water and solid wastes; etc. 


(iv) Ministries and Departments of Health and 
Industries — Prevention of adulteration and 
misbranding of foods; control of the restaurants, 
hotels and other eating places to ensure cleanliness, 
safety and wholesomeness of foods prepared, 
stored, supplied and sold; help the people to 
maintain health through promotive, preventive and 


PREVENTIVE 
— Immunization 
— Maternal & Child Health 
— School Health Programme 


COMMUNITY PARTICIPATION 
Improved Economy 


Better Income Generation 
(Vocational Training) 


\ 


PROMOTIVE 
— Family Planning 
— Sanitation & Hygiene 
— Health Education 


curative services, especially to the poor and 
underprivileged people; prevention and control of 
childhood diarrhoea and communicable diseases; 
immunization; prevention and Control of mal- and 
undermutrition and nutritional disorders; special 
health care services to the vulnerable groups such 
as young girls, pregnant and nursing mothers, 
infants and toddlers, and poor elderly citizens; 
monitoring nutritional status of families from 
different socioeconomic groups and from different 
States; ctci 


(v) Voluntary, Private and Corporate sectors — To 
ensure enhancement of nutrition status of the 


community through their initiatives, through the 


mass communication media, press, etc.; boost civic 
values and ethics to ensure cleanliness and 
observance of hygienic practices by the public, etc. 


Any one of above mentioned Ministries or 
Departments should be identified to assume leader- 
ship and ensure enhancement of public nutrition by 
coordinating concerned departments, assessing and 
monitoring, and such other activities & program- 
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mes, etc. The task 1S demanding because of tradi- is necessary. The interventions are required for the 
tions, food habits and change in the behaviour that poor and the rich are different. 


Diagram 2: Agricultural & Rural Development and other F. actors Influencing Nutrition 


Agriculture and rural development 


} Household Income, Food Availability, Processing 
Prices (level & fluctuations) level & fluctuations) 


Food Supply 


Availability & Prices 
of Other Goods, fuel 


Intra-Household 
Distributional Process 


Health Factors 
such as Illness 


Household Food 
Consumption 


Individual’s 
Food Consumption 
Quantity and Quality 


Nutritional Status of 
Individual Household 


Consumption Preferences 
of Head of Household 


Consumption Preferences 
of Individuals & Family Size 


Sanitary Conditions and 
Food & Personal Hygiene 


Member 


Health Care: Preventive, Promotive & Curative 
Nutrition Knowledge, Food Habits 


2. Water adequate to permit cleanliness and safe 
for drinking, and basic sanitation including 
housing and waste disposal — 


Water is one of the basic life-supports and 
one cannot live without it for more than few days. 
Under the insanitary conditions, water gets 
contaminated with human excreta. Non-availability 
of safe drinking water is responsible for about 80 
per cent of morbidity in India. Despite the 
International Decade for Water Supply and 
Sanitation, and national programme for supply of 
drinking water, even after over 50 years of 
independence, over 10 per cent of the population is 
without supply of safe water and places where 
water supply is claimed to be safe, safety is not 
guaranteed even at the capital city of Delhi. This is 
indicative of lack of priority and concern about 


public health among the politicians, policy makers 
and even the public. The paradox is the fact that 
the sale of mineral water is ever on the increase and 
even the Government Departments promote and 
support ‘water industry’ and remain apathetic to 
their responsibility for basic public health 
measures. 


What is true of water is also true of all 
other aspects of environmental health such as 
sanitary disposal of excreta, effluents, Sullage- 
water and solid wastes; housing; pollution 
prevention and control; and hygiene. Sanitary 
disposal of human faecal matter and sewage is of 
paramount importance because it harbours many 
disease-producing microorganisms and_ other 
human parasites; and is a common pollutant of the 
soil and surface water. Accumulated water 
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provides breeding places for the disease vectors 
such as mosquitoes; and the decomposing solid 
wastes breed insects such as_ house-flies. Un- 
disposed refuse support rodents and domestic dogs 
by providing food. All kinds of wastes often 
contain harmful chemicals and become health 
hazards. Bird-nests, ant-hills, rodent-burrows are 
the examples of housing created with a purpose. 
Apart from security, human dwellings should be 
adequately ventilated and lighted, not overcrowded, 
not damp, well maintained, and not prone to 
accidents. A significant number of families in India 
are either without a house or live in unhealthful 
house. As a result respiratory infections such as 
tuberculosis, pneumonia and many childhood 
infections; contact infections such as leprosy and 
scabies; sand-fly borne infection such as Kala-azar; 
rheumatism and rheumatic heart disease; and 
accidental injuries are common among the poor in 
India. Air pollution is caused by burning refuse, 
incomplete burning of household and industrial 
fuels, industrial gases, dusts and fumes, exhaust 
gases of automobile and other engines, and so on. 
Noise pollution is the curse of industrialization, 
urbanization, industrial machines, domestic 
appliances, improper use of loudspeakers, and 
vehicular and air traffic, etc. This is in brief the 
scope of environmental health provision. 


Although technology for sanitation is well 
known, our past performance is bad. Natural 
purification is ineffective because high degree of 
pollution which the water-courses, even the big 
rivers such as the Ganga are not able to effectively 
neutralize contamination. Air pollution goes on 
unabated due to deforestation and large scale falling 
of trees. In effect, the environment has degraded 
considerably. So-called Health Ministry has played 
very little role in this gigantic task. It also lacks the 
necessary expertise in environmental engineering 
and in human settlement. 


It is also important to realize that provision 
of sanitary facilities per se may not serve the 
purpose unless people cooperate to use such 
facilities and the general standard of personal and 
food hygiene is high enough. Both these are the 
function of human behaviour arising out of 
tradition, civic discipline, habits, education and 
training.’ 


Interventions by the Central and State levels: 


(i) Establishment of a new Ministry and 
Department of Environmental Health and 
Sanitation; alternatively, a separate Department of 


262 


Environmental Health and Sanitation in the 
Department of Public Health Works should be 
created. This reform has to be effected both at the 
Central and State Governments. This is to be 
managed by Environmental and Sanitary Engineers 
and Public Health Experts. The Boards for 
Prevention of various types of pollutions, together 
with their laboratories, etc., should be transferred to 
this new setup. This new organization will have to 
work closely with the Ministries of Urban 
Development, Rural Development, Environment, 
Health, etc. 


(11) The proposed new Department of 
Environmental Health and Sanitation at the Central, 
U.Ts. and States will have to function and 
collaborate with the sister Ministries of Environ- 
mental Health and Sanitation or of Public Works 
and Housing. Initiatives such as the recent 
environmental action plan of the Ministry of 
Environment and Forests, for controlling pollution 
at the national level should be actively followed-up 
and supported by the health and other authorities at 
all levels. 


(iii) The proposed new Department of 
Envirotimental Health and Sanitation will have to 
function and collaborate with the Ministries of 
Health, Education and Television and Broadcasting 
for instituting massive IEC (Information Education, 
Communication programmes with an objective to 
bring about necessary behaviour change of the 
people in their lifestyles with regard to personal 
hygiene, food hygiene, civic discipline, and general 
cleanliness. 

(iv) The new Central Ministry will have to work 
closely with the respective authorities of the States 
and U.Ts. so as to ensure that the developmental 
programmes become local and need-based. 


(v) The operational level of environmental health, 
sanitation and hygiene should be the grassroots 
Gram Sabhas (people) and Panchayats with 
necessary support from the Panchayat Samities 
ands Zilla Parishads. 


3. Services for provision of antenatal, natal and 
post-natal care, including family planning; and 
4. Infant and childhood care including nutritional 
support — 


These two elements including 
immunization of infants and toddlers fall fully 
under the classical and age-old public health 
service, viz. MCH (Maternal and Child Health). 
With degradation of the public health system with 
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obsession and compulsions of family planning, vital 
components and vigour in these services were lost. 
Change of title from Family Welfare to 
Reproductive and Child Health has not made any 
change in the performance which remains dismal. 
Even the immunization coverage under Universal 
Programme of Immunization (UPI) has come down 
significantly with the Pulse Polio Campaign; poorly 
implemented programme for prevention of anaemia 
with prophylactic iron-folic acid tablets has failed 
to reduce incidence of anaemia in pregnant women; 
and the percentage of deliveries conducted at health 
institution and /or by trained midwife is quite low. 
We shall have to fall back in 1960s when the MCH 
care and public Health Services were strong 
enough. The contents of MCH services are well 
described in the medical text-books and need not be 
elaborated here. In fact if MCH services are good, 
family planning is automatically taken care of. 


During the last 50 years or so, the family 
planning programme has been modified from time 
to time, both in terms of approach and contents. 
Even the objective was broadened from family 
planning to family welfare. However, despite the 
high priority, huge infrastructure and _ funds 
provided, the outcome is not satisfactory. Total 
population of India has passed a billion marks. 
Government of India has issued National 
Population Policy, 2000 statement. National 
Commission for Population, with Prime Minister as 
its Chairman, which has been established to oversee 
and review implementation of the policy, has met 
only once since its inception. Biologically, growth 


rate is the function of fertility of a population, level 
of which is determined by capacity to survive. 
Human fertility level is also determined socially by 
the extent and degree of welfare of the families 
belonging to a socioeconomic group of a society. 
Thus the rich tend to have a small family and the 
poor have large family generally. Notion that the 
poor deliberately produce more children to offset 
high child mortality is not correct. Elephant’s 
fertility is the lowest, while the rats breed 
abundantly. There seems to have no alternative to a 
totally integrated and comprehensive strategy to 
lower fertility by improving the survival and quality 
of life of the poor with effective decentralization 
and active participation of the people. Basic 
strategy should be alleviation of poverty and 
concentration on the welfare of families below 
poverty-line. Highest priority should be given to 
places where the problem is the highest, viz., Uttar 
Pradesh, Bihar, Madhya Pradesh and Rajasthan. 
All kinds of unmet needs are to be given and this is 
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what primary health care means to do. All this will 
have a significant and lasting effect in lowering 
fertility. Sole attention and efforts to provide 
contraceptive service will never lead to success. 


Interventions by the Central and State levels: 


(1) Health Departments should revamp the 
currently dilapidated maternal and child health 
services by adequately empowering and supporting 
the Gram Sabhas and PRIs to serve the young girls 
and married women. 


(11) Health Departments in collaboration with the 
Education Department urgently institute a regular 
basic vocational course in midwifery and maternal 
and child health for school girls. The certificate 
course of six months theory and six months of 
practice (during school holidays) should be 
available for the girls from 7" to 10™ Standards. 
This should be essentially a practical training for 
self-employment in their home villages. It is high 
time that we drop attention on traditional Dais, a 
dying institution; and replace it with formerly 
trained and certified ‘Sutika / ‘Sueen’.’. 


(iii) Merger of Department of Family Welfare at 
the Central and State levels with the Health 
Department (to be rightly called Public Health 
Department). This will considerably and surely 
help to ensure that the responsibility for controlling 
population by reduction in fertility becomes 
universal and taken over by every concerned 
Government department, agency and sector. 


(iv) All departments and agencies of the 
Governments and the PRIs will have to be activated 
to do their lot for family welfare and fertility 
control effectively and in a sustainable way. 


(v) Role of every Ministry and Department of 
Government should be identified and further that 
each Ministry and Department should be made 
accountable for their contribution towards lowering 
fertility and controlling population growth. Special 
efforts are necessary to ensure that various 
programmes and interventions reach all the families 
below the poverty line, irrespective of their 
location, social and occupational status, etc. 


(vi) For defining specific roles and accountability 
vis-a-vis poverty alleviation and fertility control, of 
various Ministries and Departments at the Central 
and State Governments, joint exercises will be 
necessary, separately with each Ministry and 
Department. Some suggestions are: 


e Public Health Department: (a) To ensure that 
the full package of primary health care is provided 
to all the families below the poverty line, 
irrespective of their location, social and 
occupational status, etc. (b) To strengthen public 
health system and services in general, covering all 
its dimensions. (c) To promote and_ provide 
counselling, consultation & contraceptive services, 
especially to all families below the poverty-line. 
(d) To take steps, effectively and urgently, to 
ensure that all kinds of unmet needs are met. 


e Education Department: (a) To take a time 
bound programme to provide primary education to 
all male and female children of all the families 
below the poverty-line, irrespective of their 
location, social and occupational status, etc. (b) To 
plan and implement schemes to encourage the 
children from the families below the poverty-line, 
to continue education up to 10" standard initially 
and then up to 12” level. (c) Special schemes 
should be provided for various kinds of vocational 
training which have income-generating potential. 
Children from the families below the poverty-line, 
especially those whose performance in the schools 
is poor or those with necessary aptitude, should be 
given highest priority. Free of cost placement out- 
side their place of residence should be provided, if 
local facility is poor or not available. 


e Department _of Rural Development: (a) To 
ensure gainful employment and/or adequate income 
generation to all the families below the poverty- 
line. Income should be adequate to satisfy the basic 
needs for family life and sustained at appropriate 
level to be determined annually. (b) To provide 
basic healthy environment, especially safe drinking 
water, disposal of excreta, housing, etc., to all the 
families below the poverty-line. 


e Food Department: (a) To ensure supply of 
various groups of food required for nourishment 
through the public distribution system and/or any 
other way, to all the needy families below the 
poverty-line at an affordable cost. (b) To provide 
grains, etc., for “food for work” and such other 
programmes for the poor. (c) Supplementary school 
meals have not only become substitutes, but 
unfortunately the poor tend to become dependent 
and the basic principle of self-reliance is defeated. 
What is required is to provide for income 
generation for the poor so that they are able to buy 
the food they want and live with dignity. 


e Department of Environmental Health and 
Sanitation / of Public Works and Housing: To 
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provide healthy housing and to ensure 
environmental hygiene to the poor, especially those 


families below the poverty-line. 


e General Administration and Revenue Depart- 


ments: (a) To ensure that social injustice and 
discrimination are undone, especially in respect of 
the poor. (b) To restore the rights and property 
unlawfully taken away from the families below the 
poverty-line. (c) To discourage crime and anti- 
social activities, by providing acceptable 
alternatives. These are some suggestions, but the 
scope is wider. 


(vii) Operationalization at the grassroots should be 
the responsibility of the PRIs. To make it possible, 
it is essential to reach agreement by the 
Governments to ensure appropriate degree of 
decentralization, adequate devolution of power and 
authority, sufficient resource allocation to the PRIs 
including Gram Sabhas so that they are adequately 
empowered and will be able to implement 
effectively, monitor and review, and reach the 
objectives within specified time. Further, necessary 
supports for empowerment, training of personnel 
and evolving referral system. 


5. Immunization against the major infectious 
diseases of childhood — 


We already have’ the necessary 
infrastructure and facilities for this requirement. 
What we lack is true acceptance and participation 
by the people, except by middle class families. All 
vaccines, with exception of Oral Poliovaccine, are 
indigenously manufactured in adequate quantities 
and of good quality. We are exporting these to 
other countries. Our need is to do away with the 
vertical nature of Universal Programme of 
Immunization (UPI) and integrate it with the child 
health component of the MCH Services. Every 
child is given a name, likewise, immunization as a 
preventive measure should ultimately become a 
lifestyle practice in our society. 


In the presently weak Public Health 
System overemphasis on one function/service has 
resulted in drastic reduction in other equally if not 
more important services. This should be avoided at 
any cost. Service can be strengthened & sustained 
only with good practice and working with the 
people. Special programmes such as Pulse Polio 
should be discontinued and its target of full 
coverage should be attained only by strengthening 
regular immunization as an integral item of MCH 
Service. We had reached 80 per cent immunization 
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coverage under the UPI when we launched Pulse 
Polio under international pressure. It would have 
been only a matter of time that the problem of 
poliomyelitis was taken care of. 


Interventions at the Central and State levels: 


(i) Health Departments should, as a part of 
revamping the currently dilapidated maternal and 
child health services, strengthen its immunization 
component and ensure that each infant and eligible 
child is fully protected at appropriate age from the 
childhood infections. 


(ii) Health Departments in collaboration with the 
Departments of Education, Social Welfare, 
Women, Television and Broadcasting, etc., take up 
a massive drive and sustained IEC/Behavioural 
Change Programme to popularize immunization as 
a routine practice in infant and toddler rearing by 
the families. Even after several rounds of pulse- 
polio drives, each time special efforts and 
propaganda are required to get children a dose of 
oral polio-vaccine. Yet we need mopping 
operations. These superfluous efforts must come to 
an end as early as possible. Hence, there is a need 
to take people into confidence. 


(iii) All departments and agencies of the 
Governments and the PRIs will have to be activated 
to do their lot for making immunization as people’s 
programme and generating social pressure on the 
providing the services on time and efficiently. 


6. Prevention/ control of locally endemic diseases 


This element forms one of the major 
responsibilities of the Department of Health. 
Undoubtedly the situation of the control of 
communicable diseases in India is precarious; and 
the condition of public health system is moribund. 
Nation is repeatedly experiencing epidemics of 
malaria even after over four decades of the National 
Eradication Programme — the highest priority 
programmes consuming a large chunk of the total 
health budget. Epidemics of Dengue fever, Cholera 
and Gastroenteritis, Typhoid fever, Infectious 
hepatitis, Viral encephalitis, Kala-Azar, and Food 
poisoning visit us regularly in epidemic proportion 
in various parts of the country. Tuberculosis, our 
major public health problem, has remained 
undaunted in spite of the National Tuberculosis 
Control Programme for over forty-five years. This 
is also true of the sexually transmitted diseases 
(AIDS is the one). All this is really a ghastly 
picture; nonetheless health is not a high priority 
concern in India. 


265 


As a result of industrialization, socio- 
economic development, urbanization and changing 
lifestyles, India is facing a growing burden of the 
non-communicable diseases. The affluent & power- 
holding groups of people and politicians are paying 
attention to diseases such as coronary heart disease, 
high blood pressure, diabetes, cancer, etc., and in 
consequence national programmes have been 
instituted. However, these diseases are far more 
difficult to treat, control and prevent unless the 
people are willing to change habits and behaviour 
associated with modern lifestyle.’ This subject of 
the control of common endemic diseases has been 
extensively examined & concrete recommendations 
are provided separately in a monograph published 
by the Independent Commission on Health in 
India.'° Therefore the same will not be repeated 
here. Following five-point programme is suggested 
on the basis of the elementary principles of public 
health practice: 


(a) Strengthening of the general health services. 

(b) Environmental health, sanitation and hygiene 
programme. 

(c) Information, education and communication 
(IEC) campaign. 

(d) Establishnient of epidemiological services. 

(ec) Disease specific measures for the control and 
prevention of the high priority infections. This 
needs to be incorporated within the overall 
framework under the items (a) to (d) above. This 
assumes much importance when the vertical 
programmes for the control of specific disease are 
abolished (as proposed). 


Interventions by the Central and State levels: 


(1) Ministry of Health, Government of India, should 
get all the national programmes for the control of 
diseases evaluated and reviewed by high power 
expert committee of renowned epidemiologists, 
public health experts of high repute, experienced 
medical anthropologists, and health managers of 
high repute and get their suggestions. 


(ii) As an integral part of revamping and 
strengthening public health system, Ministries of 
Health at the Centre and States should ensure the 
general health services are substantially improved. 
As a part of this exercise, undergraduate medical 
education needs to be reoriented to produce the 


basic doctors — General Practitioner (G.P.) or 
Family Physicians. This will necessitate virtually 
scrapping the current system and_ introduce 


fundamental changes in the contents and methods 
of training so that future G.P. doctors can play their 
role'’ satisfactorily. 
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(iii) All the recommendations (1 to 5) made under 
section 2 are valid regarding the element of 
environmental health, sanitation and hygiene 
programme, viz. establishment of a separate 
Ministry and Department of Environmental Health 
and Sanitation; alternatively, a separate Department 
of Environmental Health and Sanitation in the 
Department of Public Health Works, etc. Special 
attention will be necessary in regard to IEC 
programme and detailed under section 3. 


(iv) Further, Ministries of Health at the Centre and 
States should’ realize that the current 
epidemiological services which are either 
rudimentary or ineffective. It is urgent to accord 
high priority to institute epidemiological services 
on a strong footing. This is very vital for the 
success of control and prevention of the common 
endemic diseases. The basic need is to train 
adequate number of competent epidemiologists. 
Apart from routine investigation of all epidemics 
and containing them, epidemiological surveillance 
system should be established from the grassroots — 
villages and cities — where information is first 
generated. Secondly, unless strong Epidemiology 
Units are in operation at the District level, State and 
National level organizations will neither recognize 
epidemic at the earliest nor prevent damage done 
by the epidemics. 

(v) Without revamping and strengthening public 
health system, it will be very difficult, if not 
impossible to take disease specific measures for the 
control and prevention of the high priority 
infections. Such disease specific measures will 
assumes much importance as soon as the vertical 
programmes for the control of specific disease are 
abolished. Ministries of Health at the Centre and 
States should, therefore, focus on the measures to 
strengthen the public health system. 


(vi) All departments and agencies of the 
Governments and the PRIs in particular will have to 
be activated to do their lot for making prevention 
and control of diseases as people’s programme and 
generate adequate social pressure on the public to 
bring about appropriate behavioural change in their 
lifestyles and make it conducive to health. 


7. Elementary care and appropriate treatment of 
all age groups for injury and common diseases; 
and 8. Education regarding health problems and 
the methods of preventing and controlling them — 


Even in the ideal conditions of health 
development, man will not be free from injuries and 
illnesses. Most of the injuries and common ailments 
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are trivial or minor in nature. Over 95 per cent of 
these get self-cured without any treatment. Simple 
home remedies provide relief. In old days, such 
minor ailments were taken care of through 
traditional remedies from ‘Grandmother’s pouch’. 
These days many people resort to self-mediation. 
However, the people in many of the rural and 
remote areas, and the poor have no access or 
facilities even to such elementary care or 
appropriate treatment. At the same time, in a small 
number of cases the minor ailment may be a 
beginning of a major disease. This situation can 
only be tackled by a doctor or suitably trained 
locally available person. In view of these 
situations, organized efforts are necessary to assure 
care of the minor ailments and injuries especially to 
the have-nots. 


Services of the traditional healers and 
private practitioners of various systems of medicine 
are available almost everywhere. With tremendous 
expansion of the primary health centre complexes 
infrastructure in the rural areas, the facilities 
improved to a large extent, but failed to reach at all 
places. With the recommendations of the 
Srivastava Committee, the Community Health 
Workers’ Scheme (later renamed as Health Guides’ 
Scheme) was introduced. This was a correct step in 
right direction. However, for various reasons this 
innovative measure failed. Government of India 
has now withdrawn the scheme. Still there are 
several voluntary organizations that have developed 
alternative innovative programmes and are serving 
some remote, inaccessible and tribal areas. 


What can be done now? With growing 
urbanization, development of the villages and 
medical practitioners moving to the rural areas, 


improved facilities for training of health 
paramedics and ancillary workers, general 
enlightenment, and progressive democratic 


decentralization, this element of primary health care 
is likely to be fulfilled. “A community which 
observes simple hygienic rules is much better of 
than one which is provided with free drugs, 
immunization service, and sanitary conveniences; 
for these benefits may be used indifferently or not 
at all because of traditional ways of lives.”'® 


Democratic decentralization and 
empowerment of the Panchayati Raj Institutions 
and Nagar Palikas are provided for under the 
Constitution of India. However, both at the 
national and State levels, for want of adequate 
political will and unstinted support by the 
bureaucracy, decentralization is taking place very 
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slowly and half-heartedly. The State Governments 
are no better vis-a-vis the local self-governments. 
Variations in the process and extent of 
empowerment of PRIs and Gram Sabhas from 
States to States are very large. In general, the State 
authorities are reluctant to decentralize sufficiently 
and empower Panchayati Raj Institutions (PRIs). 
Genuine efforts have not been made to institute 
local governance and control. This is a major 
constraint in comprehensive health development 
and needs to be addressed urgently. 


Interventions by the Governments and Non- 
Government Organizations: 


(i) At the National and especially State Government 
levels necessary political will and motivation of the 
bureaucracy are essential to start with. Without 
this, there will be no progress. Measures are 
imperative for inducing the State Governments to 
assume their constitutional responsibility of 
providing public health services to the people. 


(11) Voluntary Organizations, activists and NGOs 
have to play significant role in developing powerful 
pressure groups to generate awareness among the 
rural population in general and local leadership in 
particular, about their constitutional rights and 
powers, how they can use these powers to solve 
their problems themselves, and improve their socio- 
economic status and the quality of life. Further, 
they should try to empower the PRIs and people by 
informing and training them comprehensively for 
self-governance. 


(iii) The self-help groups and other grassroots 
organizations of the people should take the lead, 
activate Gram Sabhas for appropriate social actions 
and fight for their legitimate rights, powers and 
resources for development and self-reliance. 


(iv) State Health Departments, with Primary 
Health Centre Complexes and the health staff at 
their command, should undertake training of village 
level volunteers for providing first-aid and 
appropriate care of minor ailments and injuries. 
Necessary materials may be provided to the 
villagers by establishing ‘Health Posts’ and ‘Depot 
Holders’ and/or inform them as to the manner in 
which the same can be obtained or purchased. 


(v) Health Departments in collaboration with the 
Departments of Education, Social Welfare, 
Women, Television and Broadcasting, etc., take up 
a massive drive and sustained IEC, i.e., Behavioural 
Change Programme with a purpose of enabling the 
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people, self-help groups, PRIs to accept and assume 
their role and responsibilities in the process of 
democratic decentralization, help to assist towards 
self-reliance in health, and to tale initiative and 
undertake social actions for comprehensive 
socioeconomic development of their villages, urban 
Wards, and the communities. Hence, there is a need 
to take people into confidence and promote active 
participation of the people. Ministry of rural 
Development, Government of India has set an 
excellent example in their exemplary monthly 
journal ‘Kurukshetra’ with its highly commendable 
contents and get-up. 


Press, voluntary organizations, senior 
citizens’ associations, & media can play significant 
role by participating in IEC efforts to enlighten 
people on the causes of illnesses and disease, how 
the common hazards to health can be recognized, 
the simple ways in which these ailments can be 
prevented and controlled, the practical ways in 
which health can be acquired and maintained. 


9. Provision of essential drugs — 


About 90 to 95 per cent of our ailments are 
self-limiting. Due to self-healing and regulatory 
powers of our body the symptoms or complaints 
eventually disappear. In most of the instances, 
relief comes within 24 to 48 hours, even without 
any treatment. This is the basis of the home- 
remedies and naturopathy. Late Shri. Morarji 
Desai, Ex-Prime Minister and the great exponent of 
naturopathy has said, “ The human body is a perfect 
machine which can regulate itself, provided natural 
rules of food, work, and rest are observed. When 
we transgress natural rules, we create toxins in the 
body, which the body attempts to get rid of. This 
attempt (a cause of the complaints) is considered as 
disease and is given different names according to 
different symptoms. If the transgression of natural 
rules is set right by natural methods available to 
every human being complete cure is possible 
without any other aid.” In view of this and the 
scientific reasoning, use of the drugs should be at 
minimum and for as short time as possible. 


Simple herbal and other home-remedies 
constituted the main treatment for minor ailments 
for ages. They helped to cure common illnesses. 
Even to-day, a vast number of people manage to get 
relief with the so-called grandma-pouch remedies 
alone. Many home-remedies originate basically 
from Ayurveda. It is important to bear in mind that 
herbal, Ayurvedic, homeopathic and simple modern 
medicines can take care of most of the illnesses and 
injuries we suffer commonly. 
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Majority of the common ailments such as 
fever, pain, cough and colds, diarrhoea, etc., are the 
manifestations of the reactions of our body to get 
rid of the cause of illness, e.g., infection and 
fatigue. Therefore, we should not make undue 
haste in counteracting these protective maneuvers. 
During initial stages of illness, we should support 
the body by enduring discomfort, and overcoming 
the deficiencies through diet, fluid intake and rest. 


Injuries of different types are common. 
While most of them are simple and can be managed 
at home, some are serious. First aid is a must in 
case of injuries and accidents. Open wounds 
should be washed immediately with soap, and 
plenty of water. Bleeding should be stopped by 
firm pressure applied locally on the wound. 


Drugs do not really cure, but certainly 
provide early relief from symptoms if used 
appropriately. However, pharmaceutical advertise- 
ments, unscientific therapeutic practice by many 
‘doctors’ & blind faith in the benefits of medicines 
has resulted in wide-scale irrational use of medi- 
cine, e.g., antibiotics, vitamins, so-called health and 
energy foods, etc. Drug Action Groups Worldwide 


have done significant work in rationalizing the use 
of drugs. Apart from World Health Organization; 
the Drug Controller, Ministry of Health and Family 
Welfare, Government of India, has published a list 
of about 250 rational drugs. Separate lists of about 
10 to 15 items are available for use at the primary 
medical care at the grassroots. 


Interventions by the Governments, Voluntary 
Organizations and PRIs: 


(i) Health Department and every Panchayat should 
develop a mechanism such as establishing ‘Health 
Posts’ and ‘Depot Holders’ in each village where 
the drugs which are essential for the care of minor 
ailments and injuries, are available at all times and 
supplies are adequate, regular and timely. Drugs 
should be available at affordable cost with a 
provision that the poor families who may not afford 
to buy are also taken care of. 


(ii) Health Department and every Panchayat should 
ensure that in each village a team of individuals or 
Community Health Workers/Health Guides or 
Multipurpose Health Workers is available round the 
clock. As far as possible, these persons should be 
self-employed and should have adequate training in 
recognition of ailment and selection of appropriate 
medicine and its correct use, limitations, etc. These, 
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persons should be able to clearly explain villagers 
the nature, reasons and possible prevention of the 
ailments. 


(iii) Health Department and every Panchayat should 
endeavour to establish two-way referral services 
with either local private medical practitioners of the 
Medical Officer in charge of the nearest Primary 
Health Centre, because it is not very rare that the 
minor ailments may be a beginning of a serious 
disease, and should not be neglected. Home 
remedies are also not recommended whenever the 
symptoms are severe or multiple, or the symptoms 
recur frequently, or there is a known underlying 
disease causing the ailments. The home remedies 
generally give relief within 24 to 48 hours. If there 
is no relief or recovery even after waiting for 72 
hours, the outer limit of home care is over. Referral 
to a doctor is a must. Health Department and every 
Panchayat should ensure that the grassroots 
providers of the care of minor ailments are trained 
to recognize the limitations and contraindications of 
the remedies at their disposal and are able to judge 
and refer the sick without any delay to the nearest 
doctor as recognized for the purpose by the 
Panchayat, or other authority. 


(iv) Health Department may assist the PRI for 
procuring reliable good quality supply of drugs, 
dressing materials, home nursing appliances, etc., at 
minimum cost to the PRIs. Similarly the drugs 
supplied free under the national disease control 
programmes should be adequately stocked at the 
‘Health Posts’ and ‘Depot Holders’ in all the 
villages. 


(v) Feasibility of health insurance as providence 
should be considered. Endeavour should be made 
for covering the poor people as well. 


10. Who bells the cat? 


It is obvious and explicit from the 
preceding assessment and stipulating responsibi- 
lities, which most of the interventions required 
under the primary health care approach to provide 
Health For All, are clearly outside the jurisdiction 
of the Ministries and Departments of Health at the 
Centre and States. At the same time, health 
authorities cannot do away with their constitutional 
and legal responsibility for providing public health 
services to the people. It is here that their 
advocacy, collaboration and cooperative roles with 
all other development sectors assume _§ great 
significance and becomes mandatory prerequisite 
and pursuit. 
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Experience has shown that the task inter- 
sectoral development and inter-ministerial and 
inter-departmental cooperation and collaboration 
remained largely undone. This was one of the 
reasons of national failure to provide Health For All 
by 200 A.D. Therefore, this concern needs careful 
and threadbare consideration and consultations. An 
effective mechanism will have to be evolved under 
the Prime-Minister’s Office at the Centre and Chief 
Minister’s Offices in the States to overview 
activities, programme implementation and 
performance and ensure smooth operation and 
required performance by all the respective segments 
of the Governments and PRIs. 


(B) Operational - From Public Adminis- 
tration to Business Management 


1. High Power Consultation: Prime Minister’s 
Office (PMO) should conduct meeting of the public 
healthy specialists and experts from other health 
related sectors, a group of 10-15, to debate on the 
areas and ways in which the public health system in 
India should be strengthened with a clear-cut 
objective of providing Health For All through 


Primary Health Care Approach. Items such as the 
role of public health, training of public health 
specialists and _ superspecialists, restructuring 
organizational setup, placing people’s health in 
their hands, resource mobilization, etc., should be 
deliberated. About five of these members should 
serve as consultants and reviewers for PMO on 
regular basis. 


2. Convening a National Consultation: National 
Convention should be organized with the specific 
objective to obtain unequivocal national 
commitment and willingness to take initiatives for 
embarking on “Operation Public Health” with 
determination that the public health system in India 
becomes strong enough to provide good health to 
the ‘have-nots’, accelerate health promotion, and 
reduce disparities and distortions substantially, if 
not eliminated. Detail background materials should 
be provided in advance and agenda of the meeting 
should cover all the issues, analysis, suggestions 
and solutions mentioned earlier in this paper. 
Outcome should be necessary authorization, policy 
decisions, funding and pledge to strengthen public 
health system and make it work efficiently. It is 
best to initiate this in a specially convened joint 
Meeting of the Central Councils of Health and of 
Family Welfare. This should be followed by broad- 
based consultation meetings for directives. Apart 
from the Secretaries of various Ministries and 


269 


Directorates, participants should include public 
health experts and epidemiologists, other 
multidisciplinary and multi-sectoral experts, and 
representatives of local bodies, and public and 
voluntary sectors. 


Follow-up actions are essential and should 
be initiated soon and sustained. The main purpose 
is to ensure that the State and UT Governments act 
adequately, properly and swiftly. Monitoring is 
essential and mid-term changes, if indicated, should 
be made. Technical, educational, material and 
financial supports should be provided on time. 


All this exercise is not only very 
demanding task, but also involves technical, social 
and managerial issues. This may be beyond the 
regular administration. In view of this and the 
importance of the task, special high-power expert 
panel of public health specialists, epidemiologists, 
and good executive managers should be set-up at 
the national level. It may be noted that no follow- 
up actions emerged subsequent to Kolkata 
Declaration and Agra Agreement. It is essential to 
activate the process expeditiously. 


3. Follow-up State and Union Territory level 
Consultations: Organization, objectives, and 
agenda should be on the same lines as that for the 
national consultation. But this has to be State/U.T. 
specific. Participation in the consultation meetings 
should be broad-based. The most important 
participants are from various levels of PRIs, Nagar 
Palikas and other local-bodies, and representatives 
from public and voluntary sectors. It is essential 
that active participation is to be maximized. For 
this purpose, such preparatory meetings should be 
held at several levels — State, Region, District, 
Taluk, and various PRIs. Appropriate changes in 
organizational setup should be taken up 
simultaneously. 


Follow-up actions are essential and should 
be initiated soon and sustained. The main purpose 
is to ensure that the Regional and District level 
administration, PRIs and Nagar Palikas initiate 
implementation and manages the interventions 
efficiently and effectively. Monitoring is essential 
and mid-term changes, if indicated, should be 
made. Technical, educational, material and 
financial supports should be provided on time. 


All this exercise is not only’ very 
demanding task, but also involves technical, social 
and managerial issues. This may be beyond the 
regular administration. In view of this and the 
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importance of the task, special high-power expert 
panel of public health specialists, epidemiologists, 
and good executive managers should be set-up at 
the State and district levels. It is essential to 
activate the process expeditiously. 


4. Fulfilling the Requisites: 


(a) Strengthening Public Health System — Details 
are to be worked-out according to our national 
perspective and taking into account the realities and 
factors identified under section 4.01 to 4.17. 
Following are the challenges to all those who are 
keen to revive and revitalize public health 
discipline and strengthen public health system so 
that the dream of Health For All turns a reality in 
near future. Epidemiology is the essence of 
practice of public health. This basic discipline 
should be given the lead and professional training 
of epidemiologists should get highest priority. 
Without this, it will not be possible to establish 
proficient epidemiology services. A new role of 
epidemiology is to take science from the academia 
and laboratories to the people. Without 
epidemiology, practice of public health is like 
driving a car by a blind person. 

A minimum packet for strengthening 
public health system is suggested here. When the 
order is tall, commitment is limited and solutions 
are overwhelming, it is best to begin with a packet 
of minimum essential items and gain confidence 
and credibility. A packet containing feasible moves 
suitable for India is as follows: 


(i)  Reorganize Health Ministries and 
Departments at the Central and State levels, and 
establish separate Department of Public Health: 
Appropriately reorganize, modernize and keep the 
new department trim for efficiency. This an 
important step in _- restructuring of the 
Administrative Setup of Health Services — 
Separation of public health (including primary 
health care) services from the hospital services for 
the secondary and tertiary medical care is 
indispensable. The new public health department 
should fully decentralize its activities. Delivery of 
public health services to district and sub-district 
level should be brought into the full control of the 
local self-governments in rural (Zilla Parishad) and 
urban (municipality/palika) areas. It may be noted 
that in Sri Lanka, public health and medical 
services are separate; and its health status is well 
above that of India. 


New Department of Environmental Health 
should be established on priority basis. The 
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subject of restructuring the administrative setup has 
been considered in a separate chapter in details and 
recommendations are also available. 


(ii) Establish a separate Cadre of Indian Health 
Service (IHS): It is important to ensure attracting 
best medical graduates for public health practice 
and management by establishing Indian Health 
Service on par with the IAS cadre. This will 
provide career development and authority. Indian 
health service should be a separate cadre. The 
Central Health Service (CHS) cadre should be 
responsible only for the union territories and 
Central Government institutions. As a first step, it 
is imperative to strengthen and reform public health 
education, training, and research, supported by 
networking of institutions. The Expert Committee 
on Public Health System (Bajaj Committee)!” has 
reiterated the setting up of a chain of Schools of 
Public Health of high standard for training of 
specialists and superspecialists in public health. 
Selected first few batch postgraduates should 
undergo specially designed training locally or 
partly abroad so that in about two years a critical 
mass of young HIS Public Health Officers will be 
available, who can take over the responsibility of 
health management in the state and central 
ministries, and provide faculty for the new schools 
of public health, can be produced. In the mean 
time, we can hand-pick some of our experts and try 
to orient the present health managers in basic public 
health practices. 


(iii) Quality leadership is essential for progress 
and development: Ensure that at the Central and 
State Health Ministries and Departments the 
Director General/Director and persons appointed as 
top level managers are duly qualified in public 
health and carry a good record of performance and 
leadership. Indisputable fact is that most of 
the failures and short-comings are because of poor 
management. What is required is performance and 
showing results. Function of health management is 
to facilitate development and utilization of health 
care services and facilities which should provide 
promotive, preventive and restorative programmes 
to all people, especially the poor. An efficient 
cadre of health officers, who are knowledgeable, 
motivated, willing, skilled and innovative and 
trained in public health management, is the most. 
urgent need of India. This is the most limiting 
factor in strengthening public health system. 


(iv) Strengthen judiciously selected scientific and 


technical public health institutions such as the All 
India Institute of Hygiene and Public Health, 
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Calcutta, by upgrading them to a level of schools of 
public health, the Centre for Diseases Control, etc., 
and bring them at the level of performance of health 
institutes in the developed countries in North 
America and Europe. The Government of India has 
decided to establish six All India Institutes of 
medical Sciences in the country; whereas our 
urgent need is to have six to eight Schools of Public 
Health.'? For optimal functioning, the public health 
institutions should be given autonomy. Director 
should be an undisputed expert, competent and 
tactful administrator, and able to provide leadership 
and direction. 


(v) Build Health Systems Research (HSR) as an 
inherent component of health management and 
administration: New programme, intervention, 
innovation, etc., should be tested adequately and 
scientifically for efficacy, appropriateness and 
feasibility, before they are accepted and introduced. 
Multiple solutions, alternatives and details of their 
contents should be worked out so as to ensure 
success, Satisfaction and effectiveness in different 
communities, places and situations. This is vital 
because of diversity and social and epidemiological 
variations one comes across in different Sates and 
districts in India. Secondly, community-based and 
adequately large demonstration projects are 
necessary to effect large-scale application of 
epidemiological, biomedical, behavioural and 
anthropo-logical knowledge ending in a national 
public health programme. 


It is essential to validate biomedical and 
innovative ideas and interventions by the locally 
designed programmes. Their feasibility, efficacy 
efficiency and cost-benefits should be established. 
Further validation is essential for wider application, 
if the interventions are to be extended to cover 
larger areas or in diverse demographic, socio- 
economic, epidemiological and_ socio-cultural 
situations. It is because of failure to realize these 
basic realities, lack of ethnography and in-depth 
understanding, the international organizations and 
(pseudo)experts impose interventions such as DOT 
(Direct Supervised Treatment) in tuberculosis 
control, promotion of condom for HIV/AIDS 
control and impregnated mosquito-nets for the 
control of malaria, universally. Interventions based 
on scientific knowledge alone may not be effective 
in a country like India unless local cultural milieu, 
value system and practices which always interact, 
are given due consideration through HSR. Holistic 
view has to be taken and systemic changes are to be 
predicted. 
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(vi) Initiate massive drive for IEC for compre- 
hensive health development with an objective of 
making people, especially the have-nots, self-reliant 
in health and related matters. Without participation 
of the people, no development can take place in 
health. Two of the principal objectives of the public 
health services are: (a) to modify behaviour of the 
people with a view to alter lifestyles which risk 
individual health and well-being, and (b) to modify 
socio-political behaviours and consumer choice to 
achieve environmental changes that are conducive 
to better health. Social action is an outcome of 
reaction and response of a group of people or a 
community in a given problem situation and time.'° 
Therefore, it is mandatory to make the people 
understand the looming dangers to their health.” 
We should abandon the alien ideas of sex education 
in the school and incorporate our traditional codes 
of conducts as a part of curricula of the formal 
school education. 

Behaviour, both individual and community, 
and community organization are the limiting factors 
influencing social action in relation to health 
development. The health related behaviour of the 
people, and health-conducive life-style can be 
effected by informing and educating the people, 
setting examples, and generating a critical mass of 
health consciousness among the common people. 
Massive IEC (information, education and 
communication) drive is necessary to make people 
aware of various health hazards and simple ways of 
taking care of the common risks. In traditional, 
plural and diverse Indian societies, this is indeed a 
very big challenge. The efforts shall have to be 
continuous and_ innovative. The community 
organizers form a vital element for mobilizing 
human resource. Without them, the target 
population cannot be activated to function. In 
industries, labour organizations have demonstrated 
what can be achieved by the organized sector of a 
society. If the target population could be so 
organized, the task of the health system will be 
much easy. 


(vii) Strengthen Panchayati Raj Institutions by 
way of total decentralization of primary health care 
(in phases) in a time-bound process, devolution of 
powers and authority, adequate funding, etc. 
Community participation should be promoted by 
encouraging and organizing autonomous groups of 
people sharing common interests in improving their 
health status by trying out within their own 
resources. Such groups should have power to take 
major decisions for local activities and control over 
health functionaries. The 73" & 74" Constitutional 


Amendment Acts of 1992 have provided an 
excellent framework for democratic decentra- 
lization for active involvement of the people 
through the Panchayati Raj institutions and small 
Nagar Palikas (municipalities) in all development 
programmes including public health, sanitation, etc. 
A genuine and faithful process of decentralization, 
devolution of authority, transfer of adequate funds 
and financial powers, technical support, etc., on the 
part of the Government are now necessary. 
Democratic decentralization, if effectively 
operative, improves the situation as the statistics in 
Table 4 show. Village/area planning should be 
based on local epidemiological and social priorities. 
With area specific decentralized planning, 
development can be accelerated and disparities 
reduced. However, decentralization has to be 
adequate, effectual and duly supported by 
empowerment of the people, requisite authority, 
finance and technical assistance, etc. Primary 
health complexes should function under Panchayati 
Raj structure. Involvement of the Central and State 
Governments should be minimum and catalytic. 
The essence of community participation is to 
realize its vital significance. The need is to 
‘ empower and activate Gram Sabhas. After all, all 
‘the people make their own decisions and act to 
better their lives. It is best to learn from the people 
and help them. 


(viii) Coordinate with medical department and 
medical colleges so that present medical education 
is modified so as to produce General Practitioners. 
The topic of reorganization of medical education to 
train a need-based and community-oriented doctor, 
is been discussed for decades without any 
significant change. This has to be taken seriously 
so that the practicing doctors, both privately and in 
public service, treat and cure patients of all kinds so 
that the public health programmes are no longer 
required to include treatment of disease as a part of 
disease control. In this way our general health 
service will get strengthened. Incidentally, in the 
developed world, patients of tuberculosis, malaria 
and all other common diseases and ailments are 
treated by all practicing doctors. As envisaged in 
the primary health care approach, all minor 
ailments and injuries, and many of the common 
diseases will have to be managed at individual and 
family level. This will take care of 80 to 90 per 
cent of the illnesses, if not more. Of the balance of 
conditions, 10 to 15 per cent are to be treated by the 
general medical practitioners. 


(ix) Constitute a team of consultants and 
advisors consisting of renowned public health 


272 


experts, epidemiologists and executive managers 
to: (a) advise governments and local bodies on 
health policy, programmes and research, (b) review 
all national programmes for disease control and 
prevention and of health promotion, (c) determine 
priorities, (d) review and assess public health 
service programmes, and (e) promote intersectoral 
activities. 


(x) Initiate intersectoral dialogue and 
programmes for promotion of environmental 
health, making lifestyles conducive to health, 
welfare of women and children, care of the disabled 
and handicapped, nutrition security, urban health 
and slum improvement, human settlements and 
housing, industrial and occupational safety, sports 
and leisure-time activities, poverty alleviation. 
Poverty is associated with deprivation and social 
injustice, and has to be recognized as both a cause 
and the effect of ill-health. Micro-planning and 
interventions should aim at the basic issues of 
alleviation of poverty; land reforms; guaranteeing 
basic human needs like shelter, security, food, safe 
water, education and employment; and elimination 
of social injustice. Therefore, launching of poverty 
alleviation programme with intersectoral coordi- 
nation becomes an inevitable element of streng- 
thening public health system. Most of the rural 
population, and the slum dwellers and other under- 
privileged people in the urban areas, have poor 
levels of health because they are under-nourished, 
suffer from infections and infestations, live in 
unhygienic conditions in unhealthy environment, 
are ignorant of health and other health related 
matters, are not aware of various health hazards 
they are exposed to, fail to utilize health and other 
services fully, have harmful habits, have large 
families, and generally live in a way that is not 
conducive to health. Further, these people are 
economically poor and corrective measures are far 
beyond their resources in many ways. It is essential 
to deal effectively and immediately with all the 
factors that are responsible for the poor state of our 
people. Concentrating on “Have-nots”, may imply 
some disadvantage to the “Haves”. For this, 
political will should be very strong and the health 
administrators should be highly efficient and 
determined.”' A simple way of starting is: (a) Gram 
Sabhas and Urban Ward Committees are required 
to identify the families below poverty like. This» 
will be the most realistic and dependable exercise. 
(b) These families are issued a special card of 
eligibility for exclusive benefits. The cards should 
be valid for five years, revised thereafter. (c) PDS 
should serve only these card holders for 
comprehensive supplies at low cost. (d) The 
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children and uneducated adults should be provided 
for general education, vocational training and 
income-generation avenues. Through this uplift 
and ability to pay for their basic life-needs should 
be ensured. (e) Employment can be enhanced by 
making it obligatory for the government and public 
sectors establishment to fill up vacancies with the 
special card holders, providing at least for one 
person form a poor family. Private sector should be 
encouraged to do this by declaring full expenses on 
accouut of emoluments paid to the card-holders, 
tax-free. We can add to the list. 


“It is recognized that health is impacted by 
policies and practices in other sectors, not just the 
obvious ones of Nutrition and Education, but also 
Housing, Industry, Public Works, Water and 
Sanitation, etc.”! Strong advocacy and dialogue 
with these sectors on the part of public health sector 
is indispensable and imperative. 


The NGOs, voluntary organizations and 
every government agency shall have to come 
together for acommon cause. Both the government 
and the private sectors have to realize that none left 
to itself, can ever bring about health development 
and improve the quality of life of the people. Issues 
facing the government and the NGOs are to be 
resolved. 


(b) Financing: 


Without adequate finance, strengthening 
of public health system will not be possible. About 
10 to 15 per cent of the GNP is to be provided for 
public health system. Expenditures in public health 
are being considered as consumptive; this judgment 
should be changed and expenditure on public health 
is taken an investment. Eighty per cent of the funds 
should be provided to the local self-governments 
for primary health care to the common people. 
Free service, if at all, should be strictly restricted to 
the families below the poverty-line. Linked with 
micro-finance, the Self Help Groups (SHGs) 
strategy is effective for poverty alleviation. The 
challenge is to boost economic development of the 
poor through credit facilities.” 


However, extra funding by itself will not 
improve performance in absence of good 
governance. The BIMARU and some other States 
have done poorly not only in health but also in 
other developmental sectors. These States are not 
able to use budgetary provision fully, spend less 
and; there are delays in implementation of 

: 13 
programmes with unspent funds on hand.” The 
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solution in such cases is obviously not just to inject 
funds through a weak system which cannot 
effectively spend existing budgets.'? — Serious 
attention is necessary to improve governance 
through effective management and accountability at 
all levels from the top to the grassroots. 


As regards globalization and economic 
liberalization, economic reforms are expected to 
eventually lead to faster rate of economic growth, 
and contribute to poverty alleviation. However, it 
may be noted that the ‘trickle down’ theory to 
mitigate poverty, has failed in practice. In fact, the 
rural poor are being commercially exploited by 
modern aggressive marketing techniques and the 
poor spend wastefully on ‘tonics’ and ‘energy 
foods’, irrational medicines, soft drinks, cosmetics, 
etc. Care should be taken to ensure that Public 
health sector is protected from the adverse impact 
of globalization. Structural adjustments should not 
result in reduction of the operative and capital 
health expenditures. 


Given the current public health situation 
(MMR of 400-500, childhood diarrhoea continue to 
kill) the repeated mention of ‘health tourism’ is 
highly inappropriate. '? ECTA Discussion Papers 
2001/ 13 clearly indicate the drawbacks and 
potential dangers. '° 


Summing Up: 


The aim of Health For All, with a view to 
attaining a level of health that will enable every 
individual to lead a socially and economically 
productive life, is still valid for the current century. 
Our efforts need to be revived for health 
development as an integral part of socio-economic 
development of the nation. In our leap into the 
twenty-first century, it is for us to respond, respond 
for the benefit and welfare of our people. Adjunct 
to those in the Calcutta Declaration on Public 
Health, other chief strategies are: 


1. To Rejuvenate public health system by 
Initiating “Operation Public Health” with 
determination that the public health system in India 
becomes strong enough to provide good health to 
the ‘have-nots’, accelerate health promotion, and 
reduce disparities substantially, if not eliminated. It 
should address the challenges posed by rampant ill- 
health and _ simultaneously promote — health 
development. The issues related to poverty, equity, 
ethics, quality, social justice, environment, rural 
and urban development and globalization will have 
to be attended despite limitations. 


2. To ensure appointments of Health Directors 
and other top level managers who are qualified 
experts in public health and have good record of 
competence, performance and quality leadership. 
To create career structures at national, State, and 
district levels for promoting health of the 
population by establishing Indian Health Services 
Cadre (IHS) on par with that of IAS. 


3. To reorganize the Health Ministries and 
Departments; and to decentralization and bring the 
delivery of public health services to district and 
sub-district level under the full control of the 
Panchayati Raj Institutions. To Change the policy 
of serving individual patients and communities to 
that of universal coverage of health services, 
especially to the poor and underprivileged. 


4. “Public Administration” or bureaucracy with- 
out accountability should be amended and give way 
to “Businesslike Management” with efficiency and 
optimum performance. To change health services 
and manpower policies from purely physician- 
oriented to multi-disciplinary and people-oriented. 


5. Initiate intersectoral dialogue and programmes 
for promotion of environmental health, poverty 
alleviation, making lifestyles conducive to health, 
welfare of women and children, care of the 
disabled, nutrition security, occupational safety, 
healthy housing, recreation and sports, etc. 


6. To change health training and_ research 
objectives so that the system will be able to deal 
with scientific, technological, managerial and 
educational problems. To develop network of 
institutions and the use of information technology 
and electronics for improving human resources 
development. 


7. People’s health should be placed in their hands. 
There is still an unwillingness to let local 
communities work out themselves the best balance 
between curative services, preventive public health 
activities, and population control, and on over- 
reliance upon fulfilling norms and priorities set 
centrally.'~ This attitude should be discarded. For 
this, initiate massive IEC drive and training for 
empowering people with an objective of (a) 
ensuring efficient governance at the district level 
down to the grassroots Gram Sabhas, and (b) 
making the ‘have-nots’ and the underprivileged 
self-reliant in health care. There is neither certain 
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way nor easy approach of ensuring community 
participation. Transparent sincerity of purpose on 
the part of ‘outsiders’ is essential. It is a complex 
issue and best tactic would be to work with the 
people, support local decisions and interests, learn 
from them, and help them to solve their problems. 


Across-the-board commitment and health 
initiative are the foremost; and we have a long list 
of unfinished agenda. That's why ‘Strong 
commitment and resolution by the nation are 
necessary. There is no substitute for unblemished 
and skillful leadership. Apart from having the 
competent and knowledgeable persons with good 
track record on the top managerial posts, there is 
need to utilize a team of health professionals drawn 
from different fields and private sector. It is also 
essential that the senior health officers at the district 
level should have core knowledge and skills in 
public health. They should be competent managers 
with concern for quality and aptitude for health 
systems research. Effective decentralization, and 
empowerment of people and making them self- 
reliant are important issues. For the best effect, 
start to improve the health of the worst off in the 
society and to remove disparities. With due 
attention to the factors which lead to weakening 
and virtual disintegration of the public health 
system, ‘operation public health’ can be initiated 
with determination that the public health system in 
India becomes strong enough to provide health for 
all, accelerate health promotion, and reduce 
disparities substantially, if not eliminated. The 
Tenth Five-Year-Plan recognizes decentralization 
and empowerment of the people. We have to put a 
step forward, may be by preparation of a national 
and State specific bottom-up action-plans for health 
promotion and improvement in the quality of life of 
people.’ 


Any Conclusions ? 


Yes! On the front of biological warfare, 
our public health system is providing continuous 
fodder to the five cannons of diarrhoea, pneumonia, 
tuberculosis, anaemia and malaria; and also to 
many smaller guns. In chorus, on technological 
warfare, the system is embroidering ‘diagnostic’ on 
a worn-out fabric and embellishing ‘intensive care’ 
death. What a drama — farce or tragedy? We have 
to decide unequivocally and act. Solutions are 
there to make the moribund public health system 
work, provided there is willpower. 
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2. Revamping Existing Governmental Health Infrastructure 
for Primary Health Care 


Introduction: The need for change is clear from 
the recommendations of several committees, and 
the first national health policy statement upholds 
reorganization of the existing health system setup. 
Some of these opinions are critically reviewed 
below: 


National Planning Committee — In 1940, 
a sub-committee of National Planning Committee 
setup by the Indian National Congress, 
recommended training of Health Workers and 
providing one for 1,000 rural population. The 
cornerstone of their planning was clearly “Health 
Worker”. 


Bhore Committee Report — Report of the 
Health Survey and Development Committee, 1947, 
summarized that the low state of public health, as 
reflected in the high mortality and morbidity, 
particularly among mothers and children, was 
preventable, and was mainly due to absence of 
environmental hygiene, adequate preventive and 
curative health services, adequate nutrition, and 
intelligent cooperation from the people them- 
selves. Other set of causes were poverty, illiteracy, 
unemployment, the low state of women, and early 
marriages. High incidence of communicable 
diseases was attributed to insanitary conditions in 
the urban and rural areas, total inadequacy of 
sanitation — provision of protected water supply and 
drainage, insufficient and unbalanced food, and low 
coverage and poor quality of the health services. 


The Committee recommended that health 
programmes must lay special emphasis on 
preventive work; and that health consciousness 
among the people should be stimulated. Even for 
the control of communicable diseases, the Bhore 
Committee laid emphasis on development of strong 
organization and infrastructure of the public health 
services. Even after the lapse of 47 years, the 
Bhore Committee’s findings and recommendations 
still hold good today in 2004. Development of 
strong public health services with competent 
organization and appropriate infrastructure was the 
primary need, but this has been neglected. There 
has been very wide expansion of the services, but it 
has remained very weak, of low quality, and 
without much credibility with the people. It is 
because this disregard and neglect to build efficient 


public health services, national disease control 
programmes have failed. Epidemics of cholera, 
infectious hepatitis, typhoid fever, food poisoning, 
malaria, Kala-azar, etc., are not uncommon. Our 
pre-occupation and obsession with contraceptive- 
based family planning programme has devalued the 
public health services and weakened the basic 
services like the maternal and child health care. 
Further, the highly potential infrastructure reforms, 
viz., the Multi-purpose Health Workers’ Scheme 
and the Community Health Workers’ Programme 
have failed so badly that it is almost impossible to 
salvage them. The urgent need is that the 
organization and functioning of the Health and 
Medical Services require thorough reappraisal. 


National Health Policy Statement’ of 1983 
— The policy statement is forthright in analyzing 
existing situation then and gave a gloomy picture of 
public health in India. It blames almost wholesale 
adoption of the Western models which are 
inappropriate & irrelevant. It stated that the 
hospital-based, disease and _ curative-oriented 
approach was at the cost of providing 
comprehensive primary health care. Continued 
higher emphasis on proliferation of hospitals has 
led to the neglect of the preventive, promotive and 
public health aspects of health care. Excessive 
centralization at national level has resulted in 
dependency and State Governments are not willing 
to assume constitutional responsibility of providing 
public health services. The States, instead of 
strengthening, the capacity of the people to cope 
with their basic health problems, kept them weak 
and powerless. The national health policy of 1983 
acknowledged the very urgent necessity of 
restructuring the health services and provided broad 
guidelines. These are reproduced below: 


(a) To provide a well disbursed network of services 
which takes into account the fact that a large 
majority of health functions can be effectively 
handled & resolved by the people themselves, with 
organized support of the volunteers, auxiliaries, 
paramedical and adequately trained multipurpose 
workers of various grades of skill and competence. 


(b) Large scale transfer of knowledge, technologies 
and simple skills to health volunteers, selected by 
the community and enjoying people’s confidence. 


(c) Positive efforts to build up self-reliance and 
effective community participation. 


(d) Backup support is provided through the 
establishment of a well worked out referral system 
at “the various levels of organizational setup 
nearest to the community”. 


(e) Establishing a nation-wide strong network of 
sanitary-cum-epidemiological stations to tackle the 
entire range of poor health conditions on a wide 
front. 


(f) Full utilization of un-trapped resources by 
encouraging the practice by the private medical 
professionals, increased investment by non- 
governmental agencies in establishing curative 
centres, and by offering organized logistical, 
financial and technical support to the voluntary 
agencies active in health field. 


(g) The policy emphasizes the need for problem- 
oriented operational research. 


However, the health policy contained little 
in the form of policy guidelines to bring about 
necessary basic changes in the organizational setup 
and health administrative systems at various levels.” 
There were no policy guidelines to ensure that the 
cadre structures, both at the Union as well as State 
levels, were developed in such a way that key 
positions in public health were filled by good 
managers who had_ required _ interdisciplinary 
competence to adopt an epidemiological approach 
to extend the outreach of public health services to 
the unserved and the underserved.” There was also 
no policy directives to deal with the regional gross 
imbalances. 


With is backdrop, the question is what 
next? Main reason for the inaction was the lack of 
concern, insight and appreciation of public health 
problems among the district, State and Central level 
top bureaucrats and senior medical administrators 
belonging to the curative disciplines.” It is hoped 
that with the recent national commitment for 
decentralization and strengthening the Panchayati 
Raj Institutions, and resultant public pressure and 
demands, there would be no retreat. 


Restructuring Organizational Setup of Health 
Services: 


Health services organization requires to be 
restructured because it has become inappropriate to 
direct and manage the highly technical, inter- 
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dependent and intricate public health problems. 
Some how, the system does not encourage efficient 
management. It has failed to muster active 
involvement and participation of the people in 
achieving the national goal of Health For All 
through primary health care approach. 


Health status of the people is determined 
fundamentally by environment, nutrition and 
lifestyle. Health managers have to tackle these 
issues effectively and in integrated manner. In 
obsession with the vertical health programmes, 
development of General Health Services was 
affected adversely. Incompetence of general health 
services and its lack of credibility with the common 
people are major constraints in placing people’s 
health in their own hands. It is another reason that 
necessitates appropriate restructuring the 
organizational setup of the health services system. 


Organizational structure will be considered 
in three broad captions, viz. (A) services 
administration and management, (B) education and 
training, and (C) research. 


(A) Services Administration and Management — 


This item of organizational structure was 
considered in great details by the Ministry of 
Health and Family Welfare, Government of India.” 
The present organizational set-up was reviewed and 
several useful recommendations were made. But 
the recommended reforms have remained ignored. 
Primary Health Complexes functioning as 
dispensaries for medical relief (of poor quality), 
rather than providing integrated curative, 
preventive and promotive health care to the rural 
population. The vertical National programmes for 
the control of malaria, tuberculosis, leprosy, etc., 
are without any coordination between them and the 
Primary Health Centres. The overall performance 
is below expectation on all fronts. The community 
level organization has failed to provide the basic 
health needs of the rural population.” 


The report recorded that the urban poor 
and slum dwellers were in as much need of primary 
health care as the rural and tribal population. It is 
noted that a vast net-work of the health 
infrastructure has been built up so far and as such it 
would be unwise to make any drastic departure and 
suggest a new set-up. It was considered possible to 
revamp the infrastructure already established and 
make it fit to suit future needs. In vast country like 
India, it would not be possible and wise to stick to a 
pattern. Any proposal for modifying the health 
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organization should always have enough flexibility 
for adaptation in different and widely varying 
regions of the country.° 


The report recognized that there was 
absolute need to reorganize the Directorate General 
of Health Services, State Directorates of health 
Services, and the District Health Organizations to 
provide effective management and_ leadership. 
Secondly, it suggested delegation of adequate 
financial and administrative powers to community 
organizations so that they are able to shoulder the 
assigned responsibility for Primary Health Care. 


Recommended Organizational Structure at 
different levels of Health Services: Many useful 
suggestions were offered by the Report of the Sub- 
committee.” The same have been taken into 
consideration while devising the recommendations. 
According to the modern concept, the organiza- 
tional setup should be broadly divided into three 
categories: (a) Primary Health Care — This is a new 
version of public health. (b) Secondary Health Care 
— This is a medical relief by the clinical specialists. 
(c) Tertiary Health Care — This is sophisticated 
cure by super-specialists. 


(a) Primary Health Care: This is the basic need 
of the people and organization will be essentially at 
the sub-district level management. It should 
become an integral part of the Panchayati Raj 
structure and management. Thus, reorganization of 
the sub-district health systems should be a priority, 
if our objective is to provide basic health needs to 
the people. This should be the thrust and main 
focus of the mission. This has to be well planned 
and specifically adopted to the unmet needs of 
different types of common people who live under 
diverse conditions in the villages and slums of 
various States and Union Territories. 


Further, health is the State subject and 
involvement of the Central Government should be 
at best minimum and catalytic. Apart from other 
supports, at least 80 per cent of the central fiscal 
assistance and help to the States should go to sub- 
district level inputs. The States have to assume 
primary responsibility for mecessary decentra- 
lization and transfer of adequate powers. Supports 
such as empowerment, guidance, training, etc., will 
be required. 


As integral part of Panchayati Raj, full 
organizational setup for primary health care, Le., 
from village to Community Health Centres (CHCs) 
should be under the administrative control and part 
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and parcel of Zilla Parishad (Z.P.). This should be 
managed by District Health Officer. Taking into 
account high responsibility, jurisdiction, number of 
officers and staff to control and supervise, and the 
budget, District Health Officer should be of the 
rank of Deputy Director of (Public) Health Service- 
s. It is best to designate him/her District Health 
Director. Approach has to be comprehensive. 


Sub-district level organization:- 


(i) Village level Organization: (a) Most important 
is to provide a mechanism for management of the 
proposed village level health organizational set-up. 
Democratization should be total. Village Gram 
Sabha and/or the village Panchayat should be 
responsible for this social and welfare service. It is 
best to have Village Health Committee with six 
or more members; each being responsible for one 
of the tasks listed below, viz. (i) environmental 
sanitation, cleanliness of the village; (ii) health 
education and IEC; (iil) nutrition and food 
sanitation and hygiene; (iv) control of diseases and 
epidemics; (v) health of women and children; (vi) 
medical relief. Management and administrative 
control should rest with Health Committee. The 
Chairman should provide leadership and co- 
ordinate various activities. This should be under 
the control of Gram Panchayat or Gram Sabha. 
The organization should take the responsibility to 
create and provide minimum basic facilities for 
primary medical care of simple ailments and public 
health services in every village and settlement. 
Services should be comprehensive and integrated. 
Various tasks to be performed include the following 
classical nine elements of primary health care: 


e Provision of adequate supply of safe drinking 
water. This should be easily accessible to all 
the villagers and available at all times. 

e Provision for sanitary disposal of human 
excreta, waste water, refuse, animal excreta 
and other wastes. 

e Maintenance of environmental cleanliness of 
roads, public places and buildings, bazaars, and 
all open spaces, etc. 

e Programme of health education and 
information transfer on related matters for 
lifestyle and behavioural changes. Creating 
public awareness about various health hazards 
so that health is promoted and appropriate steps 
are taken for disease control and prevention. 

e Instruction for proper nutrition during 
pregnancy and early childhood. Promotion of 
food sanitation & hygiene, especially in public 
eating places, fairs, hotels, food venders, etc. 
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e Control and preventive measures against 
common communicable diseases and 
epidemics through environmental _ health, 


personal hygiene, immunization, etc. 

e Rendering First-Aid for accidental injuries and 
emergent situations. 

e Promotion of comprehensive health care of 
women and children below five years of age, 
and of other vulnerable groups such as the 
disabled. 

e Provision for treatment of minor ailments and 
referral arrangements for management of other 
illnesses. 

e <Any other measures to deal with the local 
health problems. 


It is desirable to have some place in each 
village, which will serve as a base or focal point for 
health activities. It could be a “Health Post” 
(“Arogya Dham”), Panchayat premises or any 
other public or private place/premises. This place 
may also serve as Health Depot (Arogya Samugri 
Kendra) where the equipment for home nursing of 
the ailing, drugs required for treatment of minor 
ailments and the diseases under National/State 
control programmes, first-aid equipment/materials, 
disinfectants, contraceptives, etc., are stored and 
available to the villagers. Facilities for safe 
delivery may be also provided here. This could be 
a place for immunization, care of pregnant women 
and children, meetings on health education and 
other business, and so on. What shape and 
character this would take will entirely depend on 
local people and resources they could mobilize. 


Who will provide medical services? Many 
villages will have a vaidya or homeopath or hakim 
or Bhagat or dai or even a modern doctor. They 
will be useful for treatment of minor ailments, 
injuries and common _ diseases. Further, as 
suggested by Srivastava Committee, it is ideal for 
each village to have its own self-employed para- 
professional persons who are properly trained to 
provide basic medical and health care to the people. 
Most of the health promotional measures that are 
required at the village level can be provided by the 
suitably trained persons such as Community Health 
Workers or Health Guides or Health Volunteers 
who have necessary skills, knowledge and 
motivation. Unfortunately, Community Health 
Workers’/ Health Guides’ scheme has failed in its 
mission because of erroneous handling and 
perception. Although it has been discontinued by 
the Government of India, it might be revived 
locally by the villagers with necessary 
modifications and support from Gram Panchayat. 
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It should be noted that the scheme was initiated as a 
health programme for providing primary health 
care, and was to operate together with the technical 
support from the Multi-purpose Health Workers 
working at either a sub-centre or Primary Health 
Centre. It is essential to revert from family welfare 
to the original concept, thrust being on health care. 
As an alternative, it is feasible to train some of men 
and women from each village as Health Volunteers 
to perform the tasks as of Community Health 
Workers or even the job of Health Workers 
(MPWs). This role can be also taken by the school 
teachers or other persons who may volunteer for 
this endeavour. The Self-Help Groups and other 
Volunteer Groups can play vital role in the task of 
village upliftment. If the purpose is clear, there 
may be several ways and methods that villagers 
may think of and deploy. Remuneration to be paid 
to local health functionaries and cost of drugs for 
treatment of minor ailments and injuries has to be 
financed by villagers themselves. Adequate 
flexibility is necessary. But let the villagers decide 
what they need, what they would like to have, and 
how best to get and manage it. It is essential, as a 
primary referral, to develop strong functional 
linkages between the CHWs/HGs, _ health 
volunteers, etc., and the Health Workers, both male 
and female. 


Maternity service is a must for each 
village. Dai used to take care of the deliveries 
traditionally. But this is a perishing institution. 
Deployment of Auxiliary Nurse-Midwife (ANM) in 
the villages has not helped generally to ensure safe 
delivery at home. Dai system has to be replaced by 
fully trained “Sutika” or “Sueen” — traditional 
names for a midwife. In every village couple of 
girls or young women can be trained under 7+3 and 
10+2 vocational training scheme to produce 
midwives and other health functionaries. 


Another important aspect is to identify and 
encourage community organizers to take interest in 
public health and environment. For communicating 
health information effectively to the people, it is 
essential to constitute in each village disseminator 
groups consisting of well informed men and women 
volunteers. The health. activities have to be 
planned, set up and reviewed and enhanced by the 
villagers, Gram Sabha and Panchayat. 


Referral and support system is essential 
because all requirements for health promotion and 
public health cannot be managed locally by the 
people. Technical support and guidance should be 
ensured through the Health Workers, male and 
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female, who are located at the sub-centre village. 
The materials and services that are available 
through the sub-centre and primary health centre 
should be placed at disposal of the villagers. Two- 
way referral system is essential for higher level 
support for diagnosis, investigations, and treatment. 
Depending on the situation and contingency, the 
place could be nearest Primary Health Centre or 
Community Health Centre, or occasionally the 
District Hospital. Local private medical practition- 
ers and various types of hospitals may also be 
considered. It is urgent to strengthen links between 
the sub-centres and the PHC, and between the 
PHCs and Community Health Centre. Quality of 
the services at all levels should be improved. This 
will improve utilization and reputation. 


(ii). Sub-Centre level Organization: By the 
current norm, one sub-centre has to be provided for 
every 5,000 population in general and 3,000 
population in the tribal and difficult areas. The 
number of villages that may fall within this 
population base varies considerably from State to 
State and even within districts. In Kerala, this 
would mean only half of a village, while in 
Nagaland; there might be 100 villages in one sub- 
centre area. On an average, there may be five to six 
villages in a sub-centre. But in Rajasthan, it is 
possible for ANM/MPW(male) only to cover one 
village in a day. Because of want of roads, one has 
to walk on sandy paths to reach a village or one 
may use camel-cart taking the same time to go. 
Thus, there cannot be uniformity and one has to 
leave final decisions to the local organizations. In 
Andaman-Nicobar islands, the norm is based on the 
distance, and not on the population. This particular 
point should be considered and settled at the time of 
district level micro-planning. Apart from distance, 
another factor is the efforts and time required to 
reach the villages from a sub-centre. As the village 
level health organization develops and becomes 
self-reliant, sub-centre will start losing its utility 
and may require modifications so as to provide 
higher technical and other necessary support to the 
villagers. Village should be self-content in day-to- 
day matters. 


Sub-centres should have their own 
building, public or rented. A standard lay-out and 
floor-plan may be provided to serve as a guide, but 
the minimum requirements should be _ insisted. 
Concerned Panchayat Samiti and the Gram 
Panchayat should decide this finally. But it should 
be essential to provide for delivery services and 
conducting health clinics, meetings, etc. Sanitary 
facilities should be provided. As in other villages, 
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sub-centre village should have separate setup of 
health-post with its own premises. Its functioning 
should not be seconded to that of the sub-centre. 


Standard staff a sub-centre should have is 
one male and one female Health Worker, and one 
female attendant. Multifarious duties and functions 
of both Health Workers should be made known to 
all villagers so that people are able to use the 
services fully. These workers should be selected by 
the Panchayat Samiti (PS) or Zilla Parishad from 
among the applicants from the villages that fall 
within the jurisdiction of the sub-centre. They are 
trained at a recognized centre for duration of one to 
two year. Both these should be appointed and paid 
by the PS. Both the posts of Health Workers 
should not be transferable except on promotion. As 
and when Panchayat Samiti can afford, it may 
consider providing Multipurpose Health Workers 
even at the village level. 


Sub-centre should be suitably equipped 
and supplied regularly with proper quality materials 
in adequate quantity. It will be essential to prepare 
a list of standard equipment and materials required 
for the effective functioning of a PHC sub-centre. 


Management of sub-centre should be a 
joint responsibility of the respective Panchayat 
Samiti and Zilla Parishad. For effective 
management, it is essential for all to understand the 
importance of supportive supervision supplanting to 
a considerable measure the authoritative and 
punitive types of supervision that prevail. This is 
the most vital element of the relationship and roles 
of the male and female Health Workers vis-d-vis 
Community Health Workers/Guides and_ other 
village level self-employed functionaries. To 
provide supportive supervision to the Health 
Workers, for every three sub-centres there should 
be one male and one female Health Assistant. 
Duties and functions of both the Health Assistants 
should be made known to all the villagers so that 
the people are able to use their services fully. 
These workers should be selected by the Zilla 
Parishad from among the Health Workers from the 
villages that fall within jurisdiction of respective 
three sub-centres or PHC, and sent for training at a 
recognized place and of duration of not less than 
one year. They should belong to Z.P cadre, 
appointed and paid by the Z.P. 


As the system improves at the villages, 
sub-centres may not be required in the present 
form. But, such a situation is unlikely to happen in 
near future. A public health nurse or other suitable 
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functionary may be able to provide much improved 
quality services that may be required then at the 
level of a sub-centre. 


(iii). Health Centre level Organization: — This 
means a primary health centre (PHC). The 
population to be covered by a PHC is about 30,000 
or 20,000. There are also other centres such as the 
Union Health Centre, Subsidiary Health Centre, 
Mini-Health Centre, Primary Health Unit, etc., 
most of these cover a population of about 30,000. 
These ad hoc nomenclatures have caused much 
confusion. To avoid this, it is necessary to drop all 
these and re-designate them uniformly as ‘Health 
Centre’. Incidentally, there are no secondary health 
centres as were envisaged by the Bhore Committee. 


By the current norm, one PHC has to be 
provided for every 30,000 population in general 
and 20,000 population in the tribal and difficult 
areas. Number of sub-centres that fall within this 
population base is six. Apart form rendering 
services, the most important function of the PHC is 
supportive and supervisory to the village level 
health development. It has to cater for all the sub- 
centres, all the villages and most important all the 
villagers within its jurisdiction. Supervisor such as 
a Medical Officer at Health Centre has to be a 
planner, organizer, leader and guide, teacher, 
evaluator, learner and experimenter. 


The primary health centres were 
established to serve as a focal point through which 
integrated curative, preventive and promotive 
health care were to be delivered to the entire 
population of a defined geographical area. But this 
has not been the case. In practice, most of the 
PHCs function as a dispensary with a poor quality 
of MCH Centre attached. Many medical officers 
are not even aware of the fact that they have some 
geographical jurisdiction and have to ensure that 
the field staff & supervisors provide the preventive 
and health promotional services to the people. All 
are required to collect ‘cases’ for meeting targets 
for family planning programme. Under the circum- 
stances, what is the solution and how best we can 
manage these PHC and sub-centre complexes for 
improving the health status of the population? 
Additional inputs are certainly necessary, but main 
issue is of self-determination. Authority and 
powers must be delegated so that emphasis is 
shifted from family planning to satisfy all the local 
unmet-needs of all kinds focusing on integrated and 
comprehensive socioeconomic development. 

The main constraint and problem is failure 
of the medical officer in charge of the PHC to 
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provide good quality curative service to the 
satisfaction of the people, to attend to preventive 
and promotive programmes, and to pay field visits 
to provide effective supportive supervision and 
guidance to the grassroots staff. This issue was 
carefully considered by the Jungalwalla Committee 
and recommendation was to create a non-medical 
post entitled “Community Health Officer”. 
Accordingly, such post was accepted by the 
Government of India under staffing pattern for the 
PHCs covering population of 30,000 or 20,000. 
Unfortunately, not realizing and understanding the 
significance and benefits of such a post of 
Community Health Officer, most of the States have 
appointed instead a second medical officer. 


Community Health Officer (CHO) 
Scheme was an attempt to rectify and resolve the 
issues arising out of the failure of the medical 
officers, with least disturbance, by readjusting the 
‘staff functions’. While the medical officer will 
continue to be administrative chief of the PHC 
complex, his/her main duty will be to provide 
medical relief by conducting O.P.D. at PHC and 
sub-centres, look after the inpatients admitted in 
PHC, conduct or supervise deliveries, conduct or 
guide MCH and such other clinics at PHC and sub- 
centres where clinical work and consultation are 
necessary. The concept of health care is essentially 
that of positive health. Responsibility for the health 
care services through the PHC and sub-centres will 
be that of the Community Health Officer. He/She 
will not have any ‘curative’ function, except for 
providing training and guidance to the village level 
functionaries and the Health Assistants as far as 
treatment of minor ailments is concerned. CHO 
will be responsible for all national and State level 
public health programmes, looking after the sub- 
centres, etc. The post of CHO will be of a Gazetted 
rank, but non-medical, and will provide a 
promotional avenue to all the categories of para- 
medical and nursing staff, after one to two years of 
promotional training. If the States desire that 
second medical officer is necessary, although 
he/she may not be suitable, medical and public 
health functions at PHC should be separated and 
the second medical officer should function as a 
public health officer as if he/she is CHO. 


In most of the States, there are 
dispensaries and sub-district, i.e., Taluk level and 
other hospitals. All these provide medical or 
curative services to the people within the 
jurisdiction of the primary health centres. There is 
no need to disturb these medical institutes, except 
to ensure that the services provided are of good 
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quality, there is no exploitation 
comprehensive as far as possible. 


and are 


Management and administrative control of 
the PHCs should rest with the Zilla Parishad (7aP:), 
All staff, including the medical officer, should be 
on Z.P. cadre, and selected, appointed & paid by it. 


Staffing Pattern of Health Centre — The 
Health Centres should be adequately staffed so that 


the general health services become strong enough 
to provide good quality medical relief and deliver 
effectively integrated public health services — 
disease control, sanitation, health education, etc. 
Standard staff at Health Centre should be: 


bE yacdicak Officerswiale.wy.) 0050 Ad.siiase cis one 
2. Medical Officer, female ............ccccccece-. one 
3. Health Officer (non-medical) ...0..0.0....... one 
4. Health Assistants, female ...........00.000... two* 
>. Health Assistants, male 24..3.0cé0he.c0cé0e0- two* 
6. Environmental Health Overseer .. one 
7. Nurse-midwife, for ward ..........cccccccceeee. one 
8. Compounder cum Dresser ..............e.e- one 
Pa Opinialeic Techitictan: ..02...c0csscscsee.00:- one 
10, Laboratory Technician: .0..0tiétcsccsedenctsi. one 
11. Senior Clerk cum Store Keeper ............. one 
12. Junior Health Statistician... oe one 
13. Junior Clerk cum Store Keeper...........0..... one 
RA AAR is Esco: one 
SOP Aloty ALLeMaANh outs. ciiiiisiWeterrsch one 
16. Sweeper cum Ward Boy ..........c0:cce0eec0e. one 
17. Sweeper cum Ward Aya .......:eccceseeeeeees one 
Re SVOee AIA eid cath Say heih ev Vibes one 


Note: (*) These should be stationed at one of the 
sub-centres within PHC’s jurisdiction. In addition 
to this, H.Q. village of the Health Centre should 
have one each of the Health Worker, male and 
female, for covering the local population. If the 
population is more than 5,000, additional Health 
Workers are to be appointed. What is proposed here 
is the optimum level of staffing. Starting with the 
minimum essential, it should be phased out. 


(iv). Community —_ Health Centre level 
Organization: The Report of the ICMR/ICSSR 
Expert Study Group, 1980, entitled Health For All 
—- An Alternate Strategy, recommended 
establishment of Community Health Centre (CHC), 
one for about 1,00,000 population, i.e., for a group 
of three to five Health Centres. Primarily, it was 
proposed to function on the pattern of Sanitation 
and Epidemiological Stations in the erstwhile 
USSR. It was expected to provide public health 
expertise, epidemiological services, training, 
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monitoring & evaluation, continuing education, and 
first level referral for medical care by the basic 
specialists, including diagnosis, special investi- 
gations, consultation, special treatment, & surgery. 


Unfortunately, this cardinal feature of the 
CHC, i.e., Sanitation-cum-Epidemiological Station 
was neglected and abandoned when the Central 
Government modified and approved it in the sixth 
Five-Year-Plan. Only the name was retained, but 
in reality it was the same old style 30 bedded rural 
hospital (upgraded PHC). This is typical example 
of lack of understanding, concern and appreciation 
of public health problems even among the top 
planners and policy makers of top bureaucrats and 
the medical administrators from the curative 
disciplines. The concept of ‘upgraded PHC’ has to 
be dropped. 


The CHC is to be headed by a Public 
Health Officer. Other specialists were a general 
physician, general surgeon, obstetrician and 
gynaecologist, and paediatrician. Many Taluk or 
Tahasil hospitals and even the PHCs have been just 
re-designated by the State Governments as CHCs. 
By and large, CHC programme, in the present form, 
is not satisfactory even as a referral hospital. It is 
essential to revise the CHC scheme on the lines 
recommended by ICMR/ICSSR Study Group. This 
is a demanding task and inputs are high. To focus 
on public health aspects and on manpower 
development would be the major endeavours. 
Staffing pattern for Community Health Centre: 
(epidemiology, sanitation and health services) 


1. Taluk Public Health Officer, in charge ..... one 
2. General:Physiciatiin cies Seine ae one 
3. General Surgeoir..cn.. Ga uieae tee eee one 
4, Obs, and Gynaccologistiaseik sk, ant one 
5y Paediatrician siG.uheinceal. Sale ae one 
6. Medical: Oificers cause eee four 
7, Public Health Nurseia.. adept eee one 
8. Asst. Public Health Engineer ..................... one 
9) Sister, Greneral and@OcT aed, .nicl...vaeatae. one 
10; Nurse-Midwiver a. nn ade. dou a. ao SIX 
11, Senior Sanitary lnspectotised.«c.d.asdil depen one 
12. Sanitary Inspectors). a0... cnn two 
13. Senior Laboratory Technician .................... one 
14.,Laboratory Technician geniuses cclennad one 
13 PRSTMBGI yc ia. Rat. AO a. ted as one 
LO; Compoundernm inailulatival deal: desde two 
17. Radiography, X-ray Technician ............ .... one 
18. X-ray cum. Dark Room Assistant ........ . ... one 
15, Physiotheramist:an acl. ai 8 Ae one 
20. Ophthalmic Assistant .........cccccseeseesenee eeeee one 
21, Laboratory Attendants 008 auc. wade ati. two 
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22) Ward BOYS is.ciccccceccescssctiasncccssceetavcetincene as four 
23.) Weatd Ayas vicsccccccctiscsccirsccessesscesssenersctasnen 05 four 
24. SWEEPETS .......cceccsssscneseesseeseetssnceerecsnnaeoenses four 
DETER OLO i eoiccd casatspienstescn tetenatsn saan enyrcendocse two 
26 WV MGhMAN 6. CH RR ess hse , tives 
ACUI ote ohicte doses cspncnses dunes. eovecartaony. us one 
DORRIT CISER crerci css eat hdekssacsseccnessesseunssvanens . one 
29. Health Statistician, trained in P.C. ........... .ome 
30. Statistical Assistant cum computer .......... one 
31--Clerk cum storekeeper ...:. ice ane one 
932 "Health Education Officer ....0 68. ew one 
33. Sanitary Squad of five members ........ ...... five 


Note: What is proposed here is the optimum level 
of staffing. Starting with the minimum essential, it 
may be phased out. 


District Level Organizations:- 


The setup will be separate for the medical 
and public health services. The former will be 
under State Government, while the public health 
set-up will be under the Panchayati Raj. As for the 
Municipal Corporations and other Municipal cities 
and towns, these local self-governments will be 
responsible for both medical and public health 
services. There may be problem regarding the class 
III Municipalities and these may be covered either 
by the Government or incorporated under the 
Panchayati Raj system. 


At present, District Health Organization is 
the weakest and uncared for. Because the situation 
in different States is not uniform, it 1s necessary to 
review District Organization in full consideration of 
this paper. The experiments in Tamil Nadu and 
Andhra Pradesh need deliberation and analysis. 


(a) District Organization under the Panchayati 
Raj: District level organizational setup of health 
and of public health engineering services is perhaps 
the most important and critical for efficient 
management of health development programmes. 
Unfortunately, this has remained the weakest link 
in the hierarchical management of health program- 
mes, and this has been a major concern and cause 
of poor performance. The evolution of the district 
organizational setup has been ad hoc and without 
any purposeful planning. In old days, services were 
limited to medical relief at the district or civil 
hospital, and Taluk hospitals and dispensaries. The 
chief was a Civil Surgeon. The posts of public 
health officers were created for management of the 
epidemics of cholera, smallpox and malaria, and 
vaccination against smallpox. When the Medical 
and Public Health Departments were integrated, 


Civil Surgeon, a clinician, was re-designated as 
Chief Medical Officer (CMO) by many State 
Governments. On the other hand, some State 
Governments, created a post of District Health 
Officer to look after the vertical programmes. More 
posts of district level officers exclusively for family 
planning, malaria, leprosy, tuberculosis, etc., were 
added in due course. When multipurpose Health 
Workers’ Scheme was introduced, both the State & 
Central Governments disregarded its application 
and they neither integrated the vertical programmes 
nor reorganized district administrative setup on 
geographic basis. And today, the district health 
organization is in shambles, weak and ineffective. 


In most of the (Northern) States, CMO is 
at the top leadership position, but most of them 
look only after the hospital and their own private 
practice. Responsibility of Public health is handed 
over to a Deputy CMO; most of them are not 
formerly trained either in public health or manage- 
ment. He/She has neither interest nor carries much 
credibility or authority. Various national health 
programmes like Malaria Eradication, Tuberculosis 
Control, Leprosy Eradication, etc., and Family 
Welfare programme are managed by the respective 
programme officers, without any co-ordination or 
dialogue between them. In fact, these programme 
officers often take instructions directly by the State 
level officials and Deputy CMO has virtually no 
control over and of these officers. Naturally, there 
is no unified control & command; and performance 
largely depends on the pressure exerted by the 
stronger of the State level programme officers. 


The picture is rather better in the States 
where the post of Civil Surgeon continues to 
operate in the old style. He/She looks after only the 
Civil and other hospitals, and dispensaries in the 
district. His/Her role is mostly limited to medical 
services, except clinically oriented national 
programmes like the Tuberculosis Control, V.D. 
Clinics, Post-Partum Centre, and Cataract and 
family planning surgery. The public health part of 
the services is fully under the control of the District 
Health Officer (DHO). Large number of the DHOs 
(like the Deputy CMOs else where) are untrained in 
public health and management. The problem of 
multiple programme officers each exclusively 
looking after his/her specific vertical health 
programme still continues all over the country. 


In States like Maharashtra where the Zilla 
Parishads are very well established, the situation is 
better. Except the medical officers, all the rest of 
health personnel belong to the Z.P. cadre and the 
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State has no control over them. All the health and 
family welfare programmes are operated by the 
Z.P. on either transfer or agency basis. All DHOs, 
Asst. DHOs, and some of the senior medical 
officers i/e of PHC do have Diploma in Public 
Health. Recently, in Maharashtra and Rajasthan, a 
new post of Taluk Public Health Officer is created. 


It is, therefore, essential to review, 
examine and rectify the health organization set-up 
at the district level. It should be mandatory that the 
Health Officers at the District level have formal 
training in Public Health’, Management & Epide- 
miology. Such exercise has to be taken separately 
for different States and U.Ts. In this exercise, one 
has to maximize available resources. Organization 
should be based on the activities and not on the 
basis of vertical programmes. Division of public 
health engineering and sanitation has to be setup. 
Division of work should be on geographical basis 
and not functionally. Multiple budget Heads 
should be merged into one for comprehensive 
health development, and enough powers and 
resources should be delegated. A model 
Organizational Structure for District Level is given 
as Appendix A. This has to function under Zilla 
Parishad and other Panchayati Raj Institutions. 


(b) District Organization under the State 
Government {Secondary Health Care}: This is 
restricted to the District/Civil Hospitals and other 
Government hospitals for Tuberculosis, Psychiatry, 
Maternity, or general medical relief. Civil Surgeon 
or Chief Medical Officer will be in charge of these 
hospitals which will provide secondary health care 
setup in the public sector. However, in the disease 
control and various public health programmes, 
Civil Surgeon or Chief Medical Officer shall have 
to cooperate and collaborate with the District 
_. Health Officer and his/her team. He/She also has to 
furnish information regarding medical care to the 
District Bureau of Epidemiology and Statistics. All 
sub-district level institutions such as_ the 
Community Health Centre will be under the 
Panchayati Raj system although the first level 
referral secondary health care will be provided here. 


As regards the Health Officers of the 
Municipal Corporations and other municipalities, 
they are responsible technically to State Health 
Directorate. However, in the disease control and 
various public health programmes, he/she shall co- 
operate and collaborate with the District Health 
Officer. He/She also has to furnish information 
regarding medical care to the District Bureau of 
Epidemiology and Statistics. 
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State/UT Level Organizations {Tertiary Health 
Care}:- There exist large variations from State to 
State. As in the case of districts, in most of the 
instances, State level organizational setup is the 
outcome of ad hoc expansion and_ growth. 
However, it is certain that the current setup of the 
Health Ministry and Directorate in any State is not 
efficient in effectively managing the delivery of 
need-based curative, preventive and promotive 
health care services to the common people. 
Nevertheless, very extensive variations in different 
States should be taken into consideration before one 
tries to optimize the administrative setup at this 
level. There cannot be any uniform formula. At 
best, some principles can be laid for consideration: 


a. There should be unity of command. 

b. It should be supportive to development of 
strong District Organization. 

c. Staff officers (positions) should not be allowed 
to function as the line officers. 

The span of control should be small. 

e. Divisions should be functional 
programme-wise. 

f. Interrelationships and interdependence of 
various Divisions/Bureaux should be explicit. 

g. Technical functions should be assigned only to 
the technical/professional persons; not to the 
bureaucrats. 

h. There should be Technical Consultative Board 
for the expert and multi-disciplinary advice and 
consultation to Health Ministry and Directorate 
of Health Services. 


and NOT 


Each State/U.T. should have its organiza- 
tional setup for health tailor-made. It is essential 
that the task should be assigned to a group of public 
health and management experts, and reviewed at 
the national level by a high-power committee. Big 
States may also require regional level organization 
for improved efficiency. In this setup, there should 
be a strong State Bureau of Epidemiology and 
Biostatistics. 


Central Level Organizations:- 


Health is the State subject. Therefore, 
there is no need for a big administrative set-up at 
the Central level as this exists today. There is a 
Central Health Services cadre; and the Government 
of India is responsible directly for (a) health of 
people in the Union Territories, and (b) for 
concurrent and central subjects as laid down in the 
Constitution. Of the two roles and functions, at 
present the Central Organizational setup — Health 
Ministry and Directorate — spends most of its time 
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and energy on the matters related to the first role. 
When the Parliament is in session, hardly any 
consideration is given to the national health 
programmes and on the matters concerning the 
health issues of the State Health Directorates or of 
State Health Ministries. If there is any public 
related issue or problem at any of the Central 
Health Institutions in Delhi, the Central Health 
Ministry and Directorate general of Health Services 
work exclusively for Delhi. And this is true at most 
of the times, there is no time for the national level 
functions, except attending international confe- 
rences, WHO assignments, foreign tours, etc. In 
brief, the federal functions are ignored & neglected. 
However, it is should be mandatory that these two 
functions of the Central Organization should be 
performed in a well balanced manner without 
letting one to take precedence over the other. 


There is considerable duplication of work 
at Nirman Bhavan. Health Ministry & Directorate 
General of Health Services process and examine the 
same files/issues. There is much bureaucracy and 
technical subjects like malaria control, immuniza- 
tion, MCH, and family welfare are administered by 
IAS officers. The Director General is often not in 
the picture. This has to be rectified. 


Though belonging to the same Ministry, 
the Department of Health, Department of Family 
Welfare, and Department of Indigenous Systems of 
Medicine, work in air-tight compartments. There is 
clear cleavage between them without any 
collaboration. Same is the case with Programme 
Officers in charge of various National Health 
Programmes. There is no dialogue at all. There is 
no scope or question of any co-operation or 
collaboration between them in the present setup. 


The nature of work at the Central level, 
especially that pertains to the States and U.Ts., is 
essentially that of the public health disciplines. 
One needs officers and experts trained in public 
health for this job. But most of medical officers in 
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the Directorate General of Health Services and 
Ministry of Health and Family Welfare, are clinical 
specialists whose experience is mostly limited to 
CGHS/hospital. It is only by chance that a few of 
these officers have worked in one or more UTs. A 
person who has never seen a village may be in 
charge of rural health programmes. This needs 
immediate change. There is clear-cut exigency to 
institute new cadre of Indian Public Health Service 
for the federal functions. The present Central 
Health Services continue and subserve for the 
health of people in the Union Territories. 


Such a division of work, apart from being 
functionally sub-optimal, is also opposed to the 
Cairo Declaration (1994), which places repro- 
ductive health services squarely in the framework 
of a good primary health service network.* This 
shortcoming has to be rectified. Thus, main mission 
of the Central level Health Organization should be 
(i) to determine the health needs of the people in 
different parts of the country, (ii) to educate the 
people to the health needs, (iii) to support research 
and the approaches which are necessary and 
feasible to provide solutions to the health problems, 
and (iv) to ensure the development of the facilities 
and services required to meet these health needs. 
The main objective at the Central level organization 
should be to facilitate effective and efficient 
administration by the State, U.Ts., and local self- 
government health authorities in order that as much 
responsibility as possible may be assumed by them. 


Intersectoral coordination and advocacy 
are also lacking. There is no meaningful dialogue 
between health, public works, education, social 
welfare, environment, etc. There is no strong 
relationship and interaction between National 
Sample Survey Organization, Sample Registration 
System, the Model Registration System, National 
Information Centres, etc., that collect information 
and data which is useful for health planning and 
monitoring. These should be linked and networked 
with the health management information system. 


Reorganization of the Central Administrative Setup, illustrative division of functions is given below: 


(A) General Administration: 
a. Administrative services 
e. Stores and Procurement 


i. Statistics and Data Processing, Interpretation, etc 


(B) General/Basic Health Services: 


b. Management Analysis 
f. Accounts and Audit 


c. Personnel d. Public Information 
g. Planning h. International Health 
j. Intersectoral Collaboration & Advocacy 


a. Primary Health Care — sub-district services, trans-departmental activities 
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b. Secondary Health Care — district/civil hospitals, basic speciality hospitals 
c. Tertiary Health Care — super-speciality hospitals 


(C) Epidemiology and Preventive Services 


a. Communicable Disease Control 
c. Disability and Rehabilitation 

e. Epidemiological Surveillance 
g. Nutrition 


(D) Community Health Services 


a. IEC and Health Education 

c. Social/Voluntary Work/NGOs 
e. School Health 

g. Drug Control 


(E) Environmental Sanitation and Health 


a. Water Supply 

b. Excreta Disposal 

c. Solid Waste Disposal 
d. Vector Control 


(F) Laboratory Services 


a. Public Health 

b. Food and Drugs 

c. Air and Industrial Hygiene 

d. Field Services for epidemiology 


(G) Dental Hygiene and Health 
(H) Health Manpower development 


a. General/family Physician 


c. Basic Medical/Surgical Specialists 
e. Nursing — basic, post-basic 

g. Health Assistants — male/female 

i. Laboratory and Clinical Technicians 


(1) Research and Development 


a. Health Surveillance 


b. Non-communicable Disease Control 

d. Occupational Health 

f. Health and Welfare of Children and Women 
h. Mental Health 


b. Nursing 
d. Private Medical Practice 
f. CHW/HGs/Health Volunteers 


e. Sullage Disposal 
f. Air Pollution 

g. Food sanitation 
h. Radiation 


e. Microbiology 
f. Virology, etc. 
g. Parasitology 


b. Public Health — physician, engineer, social 
scientist, epidemiologist, and other specialists 

d. Super-specialists 

f. Health workers — male and female 

h. Community Health Officers 

j. Pharmacists and other supportive areas 


b. Research Planning and Consultation 


c. Statistical Consultation to Programmes 
(J) Central Health Services and Parliament Work 


a. Central Government Health Scheme (CGHS) 
c. CHS Cadre management 
e. Parliament questions and other matters 


The central organization includes some 
institutions and bureaux, viz. Ali India Institute of 
Hygiene and Public Health, Calcutta; National 
Institute of Communicable Diseases, Delhi; Central 
Health Education Bureau and Central Bureau of 


b. Union Territories 
d. Central Hospitals and Institutions 
f. International Health and Aid, etc. 


Health Intelligence, both at New Delhi; and some 
(pseudo) autonomous Institutions. The first should 
be substantially upgraded, and the rest require in 
depth review of the structure and functions so as to 
bring them in conformity with the proposed 
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structure of Central Setup. To illustrate, responsi- 
bility for the epidemiological surveillance and 
investigations for control of diseases should rest 
primarily at the District Bureaux. Role of National 
Institute of Communicable Diseases has to be 
supportive, training, research and consultative only. 


In consideration of the above, a scheme for 
reorganization of the Ministry of health and Family 
Welfare, & Directorate General of Health Services, 
New Delhi, is given in Appendix B. Federal 
functions should be separated from other functions 
such as CGHS, CHS, Parliament work, etc. 


Leadership and Direction: 


No organization can function effectively 
and efficiently without direction and a leader. In 
order to provide effective management and 
leadership, it is essential to take a_ special 
programme of leadership development. Until such 
time that a new cadre of Indian Health Service is 
created, the technical matters should be the function 
of the officers who are qualified in public health, 
and the generalist IAS officer’s role should be 
limited to their expertise, e.g., finance, purchases 
and inventory control, personnel management, etc. 
The most vital requisite of effective management 
and leadership is the power for final decision. 
Currently, this rests with the IAS Secretary who is 
always a bureaucrat and gives decisions even on 
highly technical matters. It is essential to assign 
status of Secretary to the Government to the 
Director General of Health Services at the Centre 
and the Directors of Health Services of all the State 
Governments. Other Health Officers should also be 
given ex-officio status and appropriate 
administrative designations. 


Characteristics of Effective Leaders? are: 
(a) Intelligence: As compared to their subordinates, 


leader is usually more intelligent. He/She must 
have imagination, ability to think of ideas, 


alternatives to solve a problem and ability to fore 


see future problems and consequences. However, 
he/she has to work with people and not ideas. 

(b) Supervisory ability: This is ability to plan, 
organize, coordinate, control and motivate the 
members of his/her team. 

(c) Initiative: This means one’s own motivational 
organization as well as cognitive orientation. 
Manager must be willing to take action and also 
must have ability to think of various alternatives. 
(d) Adaptive ness: One should be perceptive of the 
situation in which one is operating. And with 
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awareness of internal and external changes, one 
should be able to adapt and work in the dynamic 
circumstances. 

(e) Self-assurance: One must have positive self- 
concept. If one is self-confident, one will be 
effective in dealing with problems. 

(f) Perceived occupational level: One must aspire 
for higher occupational and organizational levels. 
One cannot remain stagnant. 

(g) Individuality: Activities must be creative, ideas 
should be original, and conformity should be low. 
One should not depend on superiors for decision- 
making. 


Leadership is often inborn, but training 
may help one to reach one’s potential. Manager 
should be able to direct by giving specific 
instructions and closing supervising task 
accomplishment. One has also to explain decisions 
and solicit suggestions, and support progress and 
advancement. As a good leader, one has to 
encourage, facilitate and support efforts of the 
subordinates for task fulfillment. Further, one has 
to share responsibility for decision-making with 
subordinates. A manager or administrator can 
assume leadership role if he/she learns to take a 
stand, to take risks, to anticipate, to initiate and to 
innovate.’ So a Director can also lead. 


Every leader may not have all these 
qualities and abilities. It is also true that for 
different work situations and types of organizations, 
different styles of leadership may be required. But 
sustainability of the organization depends on the 
continuity of capable leadership and direction. In 
this regard, delegation of powers is vitally 
important. One has to entrust responsibility for 
decision-making and problem-solving at least to 
one’s second and third in the line of command. 
Unfortunately, this does not happen in most of the 
Directorates. | Every leader and administrator, 
therefore, should endeavour and groom some of the 
senior colleagues as his/her successors. It will be 
advantageous if the public health educational 
system can blend in their trainee managerial 
expertise and aptitude with the leadership 
capabilities successfully. 


The Urban Areas: Local self-governments like 
the Municipal Corporations, bigger municipalities 
and small municipalities deserve special 
consideration in regard to the organizational setup 
for the health services delivery. Whereas the 
municipal corporations do have enough resources 
and authority for the social services, this is not 
possible for class IV municipalities. Problems such 
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as housing, sanitation, water supply, slum 
population, and pollution of all kinds, are some of 
the major issues waiting for solutions. This subject 
matter has not been elaborated in this paper, but 
requires special attention in view of the rapid 
growth of these urban populations. 


Municipal Corporations: These big cities 
and metropolis towns have the municipal 
corporations with full legal obligations to look after 
health needs of the citizens. These local self- 
governments do have adequate financial resources 
and powers to commensurate with the 
responsibilities. However, their record of providing 
the health services is not good. This is in spite of 
the fact that in these places, the private hospitals 
and practitioners apportion a major share for the 
medical care — both general and hospital. But on a 
negative side, urban development has much lagged 
behind the needs of rapid growth of the population. 
A major share of this is immigration and slum 
expansion. This portion of the paper is largely 
based on deliberations with the Ex-Chief Medical 
Officer of health of the Pune Municipal 
Corporation, Pune. 


Class I Municipalities: The resources at 
the disposal of these smaller towns are much less 
than what is needed to discharge their statutory 
obligation to provide health services to the people. 
Other municipalities | Conditions of these urban 
areas is worse than that of the villages because they 
are neither here or there. They have no resources 
and no powers. 


(B) Organizational Structure for Education and 
Training — 


Formal education and training in public 
health in India are grossly inadequate and 
substandard. Formerly, subject of physiology and 
hygiene was obligatory in the secondary schools. 
This has been dropped long ago and nothing 
worthwhile is happening. During the medical 
education, public health and hygiene was a 
compulsory subject, but that was replaced by new 
subject of Preventive and Social Medicine or 
Community Medicine, a subdivision of the overall 
discipline of (curative) medicine. Further, they 
constitute only a very minor subdivision of 
medicine, as measured by every parameter — 
prestige, financial support, number of personnel, 
political influence, etc. The concept of public 
health, on the other hand, is that of a major social 
and governmental obligation, multi-disciplinary, 
and it extends into almost all part of the society. 
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The key-word is “Health” and not “Medicine”; the 
universe of concern is the health of the public, not 
the discipline of medicine” | The change from 
Public Health to Preventive and Social Medicine or 
Community Medicine, was a tragedy and disaster. 


It is necessary to initiate and coordinate 
integrated training and orientation programmes 
which will ensure that the staff of the Health 
Departments possesses adequate administrative, 
supervisory, scientific, and technical knowledge 
and skill to carry out approved public health 
programmes, to promote the use of training as 
means of solving administrative and supervisory 
problems. 


The entire system of undergraduate 
medical education is not in balance with the 
national health and medical education policies and 
has not much relevance to the community need of a 
general practitioner or family physician. This 
requires in-depth consideration and radical reforms 
to put it on proper lines. 


The educational and training facilities for 
the nursing, auxiliary and paramedical staff, public 
health engineering, and others, are grossly 
inadequate and poor. This has adversely affected 
the quality of services. This also needs in-depth 
study and substantial upgradation in all respects. 


Health education has been an integral 
function of health departments. However, the 
impact on the public is wanting. It is high time that 
health education is integrated into the formal 
educational system in the country. Health, 
Physiology and Hygiene should be introduced as a 
compulsory subject in the primary, secondary and 
high schools. 


Suggested Reorganization: Planning and 
development of health manpower are the neglected 
subjects, at present. Most of suggestions of Bajaj 
Committee are still on paper. It is essential to setup 
new Bureau of Health Manpower Planning and 
Development, both at the Central and State levels. 
Some of the pressing issues are as below: 


Establishment _of Universities of Health 
Sciences * — Apart from a National University, 
each major State, and each group of smaller States 
and Union Territories should have University of 
Health Sciences. The States like Tamil Nadu and 
Andhra Pradesh already have established the 
Universities. But these also need restructuring to 
ensure that medical sciences are not given undue 
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emphasis at the cost of health sciences; and the 
professionals other than the medical, are not 
disregarded or ignored. Need to establish National 
University of Health Sciences is urgent. The 
institutes, such as listed below, should be brought 
under the purview of a National University of 
Health Sciences: 


1. All India Institute of Hygiene and Public 
Health, Calcutta. 

2. National Institute of health and Family 
Welfare, New Delhi. 

3. National Institute of Communicable Diseases, 
Delhi. 

4. Haffkine Research Institute, Mumbai. 

5. School of tropical Medicine, Kolkata. 

6. Central Research Institute, Kasauli. 

7. Pasteur Institute of India, Shillong. 

8. Central Leprosy Training/Research Institute, 
Chengalpet. 

9. Central Health Education Bureau, New Delhi. 

10. National Tuberculosis Institute, Bangalore. 

11. All India Institute of Physical Medicine and 
Rehabilitation. 

12. All India Institute of Speech and Hearing, 
Mysore. 

13. National Institute of Virology, Pune. 

14. National Institute of Nutrition, Hyderabad 

15. National Institute of Occupational Health, 
Ahmedabad. 

16. Vector Control Research Centre, Pondicherry. 

17. National Institute of Diarrhoeal Diseases and 
Cholera. 

18. Institute of Research in Medical Statistics, New 
Delhi. 

19. National Institute of Epidemiology, Chennai. 

20. Tuberculosis Chemotherapy Centre, Chennai. 

21. Central Jalma Institute for research in Leprosy, 
Agra. 

22. Malaria Research Centre, Delhi. 

23. Enterovirus Research Centre, Mumbai. 

24. National Institute of AIDS, Pune. 


25. Institute of Research in Reproduction, 
Mumbai. 
Medical education -— Undergraduate 


medical education needs to undergo major changes. 
Tendency for postgraduate education, is on ever 
increase. This has resulted in scarcity of family 
physicians/ general practitioners. Training is also 
not need-based and emphasis is on curative aspects 
of medicine. Teaching hospital setup exposes the 
medical students to the specialists and super- 
specialists practising sophisticated clinical 
medicine. They study mostly on the serious 
patients and see rare and other diseases which are 


290 


not commonly encountered in general practice. 
They are not exposed to the general practice of 
medicine, or to the common ailments that the 
people suffer from. This should be corrected and 
reorganized on the basis of the role and functions of 
a general practitioner.” Thus, in reorganization, 
exposure of the undergraduate students to the 
present teaching hospitals should be only limited 
for learning history taking, physical examination 
and findings, and some exposure to modern 
laboratory, radiological and electronic ways of 
investigation and diagnosis. This should be not 
more than a year. Rest of the time, training should 
be in the community — settings, municipal 
dispensaries, general hospitals like a District/Civil 
hospital and clinics of general practitioners. 


In the present form, internship training is 
ineffective. For the persons who desire to join 
Government or public service, this training period 
should be used for pre-employment training to 
prepare them for the job; and the rest should be 
assigned to work in a Civil hospital or general 
hospital that is recognized for the purpose for six 
months, and work with a general practitioner/ 
public dispensary for six months. 


After completing —_ internship and 
registration with the Medical Council of India, the 
fresh doctors should be required to serve under PRI 
in the rural areas at a primary health centre for a 
period of not less than two years. Only after such a 
service and experience, the graduates will be 
eligible (a) to register for postgraduate studies, or 
(b) to join services of Government / Municipal / 
Corporate / Private sector or (c) to start his/her 
private practice as a general practitioner. 


Health being a multidisciplinary subject, 
one should not depend entirely on medical 
graduates to deliver public health services. The 
preventive and promotive services, in particular, 
demand for much wider knowledge and skills. It is 
essential to institute new courses leading to B. Sc. 
and M. Sc. in Public health/Health Sciences. This 
will also provide much needed promotional 
avenues and incentives to the para-medical, nursing 
and other technical staff, and boost their morale. 
Pune University conducts a course leading to 
M. Sc. (Health Sciences). 


Departments of Preventive and_ Social 
Medicine and allied subjects, should be reorganized 
as Departments of Public Health and Preventive 
Medicine. The staff should be merged into the 
Health Services Cadre, and provided practical 
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experience in public health practice and exposed to 
community needs and health management issues. 
For this to take place there should be a plan of 
meaningful rotation as it is the case at the Armed 
Forces Medical College, Pune. These Departments 
also need substantial strengthening in all respects. 


Regarding Postgraduate Medical Educa- 


tion, high priority need is to remove imbalances. 
Satisfactory service at a primary Health Centre 
under a Zilla Parishad for a period of not less than 
two years should be made mandatory to all those 
seeking admission to any postgraduate degree or 
diploma course. One or more years of service as a 
General Duty medical Officer at a full-fledged 
Community Health Centre should be recognized as 
a part of the period of postgraduate training for a 
degree or diploma courses. This will also to expose 
them to the first level of referral for secondary 
health care. While surgeons and physicians are in 
plenty, certain clinical specialists like paediatrician, 
radiologists, pathologists, etc., are in very short 
supply. These distortions should be removed. The 
permitted number of postgraduate students per 
teacher is uniformly one per teacher. This should 
be reduced to one for two teachers in the subjects 
like medicine, surgery, etc., where there is excess 
of specialists; it should be increased to 2 or 3 in 
case of subjects like public health, epidemiology, 
pathology, radiology, etc., the specialists are scarce; 
in other disciplines status co may remain. 


Higher Education in Public Health and 
Administration — This is the most neglected field 
today. Immediate need is for strengthening and 
sustaining public health institutions for education, 
training & research, by expressly seeking out bright 
and creative scholars and administrators to form a 
critical mass of expert professors and consultants.'” 
Training in public health & its specialities, in public 
health nursing, public health engineering is scarce 
because of lack of Educational Institutions. There 
is urgent need to establish at least six National 
Postgraduate Schools of Public Health, and two or 
three National Institute of Environmental Health. 
This question is very crucial and a high-power 
study group should be nominated to examine this 
item and give specific recommendations. 


Nursing Education — National need is to 
reverse proportion of nurses to doctors. This means 
several fold increase in the colleges, seats and 
training facilities for nurses. Funding for nursing 
education should compare well with that for 
doctors. The student nurses should not be used as 
staff for services. Special programme should be 
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taken for training public health nurses in large 
numbers. 


Community Health Officers — This is a 
new category of health officer, but non-medical. 


Jungalwalla Committee has suggested minimum of 
six months orientation course (promotional) for the 
Health Assistants, both male and female, for their 
promotion. But such courses have not been 
provided except at AII&PH, Kolkata. Without 
revival of this scheme, performance at the Primary 
Health centre is unlikely to be satisfactory. 


Grassroots Health Staff: (a) Female 
Health Workers (ANM), & Female Health 


Assistants (NM) — There are the back-bone of 
health infrastructure. The quality of education 
needs substantial upgradation. It is inappropriate to 
train them in a hospital and a setting which is 
drastically different than they are required to 
function. Facilities that are available for education 
are deplorable and distressing. Training schools 
should be built de novo with substantially improved 
financial inputs for land, buildings, hostels, staff 
and facilities like expert teachers, library, field 
areas, transport, equipment & running expenditure. 
Emphasis should be on practical and job oriented 
training. The number of seats should be according 
to the projected requirement of employment. 


(b) Male Health Workers and Male Health 
Assistants — Whatever has been mentioned about 
the female health workers/assistants is even truer in 
the case of the males. Duration of both these 
courses should be 12+2 so as to ensure their 
promotion. Health Worker’s training may be 10+2, 
vocational, and equated to 12 for further education 
and career development. 


(C) Organizational Structure for Research — 


By and large, there is enough knowledge 
and skill, and adequate science and technology, 
necessary to tackle most of the health care needs of 
our people. The crux of the problem is non- 
utilization of the available knowledge and techno- 
logy. Hence, what is compelling is health systems 
or services type of research which helps to identify, 
test and select feasible ways of application of the 
appropriate knowledge and skills for the welfare of 
the community. 

The health needs of the people are 
dynamic and change with the improvements that 
take place over time. In view of this, it is necessary 
to maintain a programme of investigation and 
research designed to provide continuing knowledge 
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and data on the health status of the people, to 
identify conditions that are associated with ill- 
health, to develop new technical and administrative 
methods of disease prevention and control, and for 
better health. 


Leaving the private and _ voluntary 
organizations, research in health and medical field 
is conducted in medical colleges, some Univer- 
sities, and the research institutions established by 
government, and Indian Council of Medical 
Research. Of all these, the ICMR is main organiza- 
tion that is responsible for health research in India. 
It should be accountable of the lack of research 
support. We require policy formulation & effective 
management of research on health services at the 
Central, State, district and community levels. 


In the last four decades, ICMR _ has 
expanded significantly and several research 
institutes and regional centres have been 


established. The functioning of the Council has 
been reviewed twice. The Review Committees 
have made several considerate and significant 
recommendations. But the recommendations have 


not been taken seriously and fully acted upon. . 


Apart from this, the research programmes that are 
being taken at present, or are financed, require a 
scientific review as to the utility and relevance vis- 
a-vis the national health policy and the health 
programmes. Many research results are crucial, but 
findings have not been used by the concerned. 
Failure to use the results of commis-sioned research 
on the part of the Government is serious. Such 
issues should be looked into. Research function, 
being integral part of health management, needs to 
be decentralized. 


Research should be essentially of health 
systems/services type so as to optimize the use of 
available knowledge and technology, and the 
operations research. It should also support policy 
formulation and the operations. The starting point 
of any health services research will always be the 
concern and commitment in improving 
effectiveness of health care services in promoting 
the health status of the people. The elements of 
effectiveness include: (a) totality of coverage (areas 
and population), (b) quantitative aspects such as 
incorporation of all components and activities of 
medical and health care, (c) qualitative aspects such 
as performance and effectiveness, (d) co-ordination, 
balance between curative and public health 
services, (e) urban and rural parity, (f) priorities vis- 
a-vis community needs, and (g) efficiency in terms 
of cost-benefits/ cost-effectiveness, better standards 
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of health status, improved productivity and quality 
of life, well-being and satisfaction of the people. 
How can we learn from the experience and skills of 
a local reformer or voluntary agency which have 
found answer and solved a common problem? 


Essential requirements for organization of 
research in health care delivery system include 
proper motivation and desire to improve the health 
services, research capability, scientifically trained 
manpower, willingness to change, and apply 
research findings both in planning and management 
of health programmes. 

Constraints in undertaking meaningful 
health services research that is relevant to our 
community needs include the following: (a) present 
general organizational & administrative set-up 
which is not conducive, (b) management processes 
which are based on inadequate and poor data (even 
the use of available information is limited), (c) 
planning which is largely expansion-type rather 
than problem-based, (d) inadequacies of machinery 
to identify operational and qualitative problems in 
efficient delivery of health services, and (e) low 
priority and grossly inadequate financial provision 
for research. 


Thus, it is necessary to review and 
restructure research organizations in the country. 
In a vast country like India, it should be mandatory 
to have State Councils of Health Research. This 
task to design suitable organizational setup should 
be given to a special high powered Commission 
whose recommendations should be obligatory. 


Institutional Coordination and Collaboration: 


No organization will be ever fully self- 
contained and it is often cost-effective and of 
mutual benefit to collaborate. Universities will be 
of great help to study and keep watch on disease 
vectors, and to initiate courses in B.E. (Public 
Health Engineering), etc. Education Departments 
can significantly contribute by setting vocational 
training in health subjects. Indian Statistical 
Organization and the Registrar General of Vital 
Statistics can strengthen the Health Information and 
Epidemiological systems. The subjects like* water 
management, environmental sanitation, and human 
settlements come under Department of Public 
Works. It is best to create a new Department of 
Environmental Health so that these viral 
components of health will get due emphasis and 
attention. For optimum performance, networking 
of all these institutes is necessary. 
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Thrust Areas for Reorganization — Prime 
Measures: 


(a) Have a single Secretary (H& FW) rather than 
two as at present — There is clear cleavage 
between the (Public) Health and Family Welfare 
(Planning) Services. Two Departments working 
separately under separate Secretaries have become 
counter productive and wasteful, rather than 
supplementing each other. It is, therefore, essential 
to integrate/unite them into one Department. 
Further, there is a lot of duplication of working of 
the Ministry of Health and Family Welfare, and the 
Directorate General of Health Services. This has 
not only resulted into inordinate delays, but has also 
severely undermined technical and _ scientific 
aspects of health Administration and Development. 
It is essential, therefore, to synthesize these two 
together also incorporating the third Department of 
the Indian Systems of Medicine (ISM). It should 
be a single structure with two wings — one technical 
and second administration. 


(6) Internalization of ISM in Health Delivery 
System at all Levels — Indian System of Medicine 
constitutes an integral part of culture and tradition. 
With the Primary Health Care approach, over it is 
possible for the people to take care of about 90 to 
95 per cent of ailments and some of the common 
diseases by using simple modern, ISM and 
homeopathy remedies in a most cost-effective 
manner. Here herbal medicines are of special 
significance. Like Chinese medicines in China, it is 
essential to officially internalize ISM into the 
formal governmental health services system. For 
this, innovations and health systems research are 
essential. Appropriate and efficacious approaches 
should be developed and tested to suit local 
situations. Ingenuity will be necessary for 
meaningful and full utilization of available 
additional manpower running in about half a 
million in our efforts to strengthen general health 
services as a backbone of our Public Health 
System. 


(c) Reorganization of Ministry of Health and 
Family Welfare, and Directorate General of 
Health Services — These first two measures can be 
taken care of by restructuring and reorganizing the 
Ministry of Health and Family Welfare, its 
Departments and Directorate general of Health 
Services into an _ integrated and composite 
organization, as detailed in Appendix B. 


(d) Developmental Management, Decentralization, 
PRIs, NGOs, & Community — In the management 
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of integrated health and family Welfare Services, 
through the States and U.Ts. Health Directorates, 
primary health care approach has to be promoted 
and strengthened. Management and developmental 
tools such a MIS (Management Information 
System), IEC (Information, Education and 
Communication), monitoring and_ evaluation, 
Supportive supervision, and Health Systems 
Research (HSR) should receive special and 
uninterrupted attention. Epidemiology-based 
management is a key to the success of any public 
health measure; and should provide the foundation. 
Other vital areas include decentralization and 
community involvement through — strengthening 
governance through PRIs, involvement of NGOs, 
and promotion of Self-help Groups, Mahila 
Mandals and Youth Clubs, etc. Appendix C covers 
a note on privatization and public health system. 
All this should be a part of training of Health 
Officers of the proposed cadre of Indian Public 
Health Service (IPHS). 


(e) Coordination of Multiple ‘H&FW’ 
Programmes funded by different Funding 
Agencies — External assistance — donations and 
soft loans — is available through the International 
and Bilateral agencies. With varied objectives, 
views, interests and other agendas of the funding 
agencies, several problems have arisen and 
conflicting situations have been generated. It is, 
therefore, essential to coordinate and club such 
external funding so that these additional resources 
are optimally utilized with mutual satisfaction. 
Emphasis should be on broader mission oriented 
and infrastructural strengthening agenda rather than 
focusing on a specific disease or programme. 
Overall aim is capacity building and growth. 


(f) National and State level Technical Health 
Development Advisory Boards — With the 
complexities of health management, magnitude of 
the problems, rapidly changing situations and 
diverse conditions in which one has to operate, and 
high technology and _= scientific demands, 
Governmental Health Services Organization cannot 
function optimally without high level experts 
advice and consultation. For this purpose and to 
ensure formulation of appropriate policy and 
technical excellence, it is essential to constitute a 
“Technical Advisory / Consultative High-power 
Board” under the Chairpersonship of the Health 
Minister, | Vice-Chairpersonship of Member 
(Health) Planning Commission, four to five Public 
Health Experts, two Directors of Health Services of 
States, and DGHS (Planning, HMD and HSR) as 
Member Secretary. 


(g) Establishment of the Indian Public Health 
Service on par with that of Indian Administrative 
Service '' — Significance of effective leadership 
and technical direction has been deliberated earlier. 
Administratively, abolition of the Indian Medical 
Service was a major mistake after independence. 
For public health manpower, this was a debacle. 
Plight of public health has become worse with the 
integration of medical and public health services. 
Instead of getting impetus, discipline of public 
health was at disadvantage and became a casualty. 
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Most of the current failures, e. g., the failure to 
control communicable diseases, poor and distorted 
health manpower development, etc., can be traced 
to the moribund public health system in the 
country. In order to ensure efficient administration 
of the reorganized setup of the Health System, to 
optimize the performance, attract talent and to 
guarantee career development, and to improve the 
quality of life of our people, the earlier we establish 
the IPHS the better. These officers should man the 
public health system from district level upwards. 
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Appendix A: District Health Organizational Structure 


District Health Director 


LESSEE TS SAE SEER TR 


a 


Administration and Management Division Community Health Division 


Support Services Division 


it Administration and Management Division — 


Administrative Officer, I/C 


Finance Officer Food and Drug Controller 
Officer I/C Transport Security Officer 


Officer I/C Establishment 
Plus: Support staff for the above 


3t Community Health Division — 


© Bureau of Sanitation and Hygiene: 


Executive/Superintendent Engineer, Public Health, I/C 
Deputy Engineer I/C Waste Disposal 


Deputy Engineer, I/C Water Supply 
Plus: Technical and supportive staff T 


o Bureau of Disease Control: 


District Health Officer, I/C Deputy DHO, I/C Vector Borne Diseases 
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Deputy DHO, I/C Water Borne Diseases 
Deputy DHO, I/C Other Diseases 


©O Bureau of Health of the Women and Children: 


Deputy DHO, I/C MCH 
Deputy DHO, I/C School Health 
Deputy DHO, I/C Family Welfare 


© Bureau of Health IEC: 


Deputy DHO, I/C Health IEC 
Deputy DHO, I/C NGOs and Public Relations 
Deputy DHO, I/C O & M, and Private Practice 


tt Support Services Division — 
°o Bureau of Epidemiology and Statistics: 


District Epidemiologist, I/C 
Sr. Statistician, Vital Statistics 
Deputy DHO, Epidemiological Surveillance 


© Bureau of General Health Services: 


District Health Officer, I/C 
Deputy DHO, HMIS and Monitoring 


© Bureau of Laboratory Services: 


District Health Officer, I/C Laboratories 
Officer, Microbiology & Parasitology 
Officer, Food and Drugs 


295 


Deputy DHO, I/C Respiratory Diseases 
Plus: Technical and supportive staff T 


Deputy DHO, I/C Nutrition 
Deputy DHO, I/C Immunization 
Plus: Technical and supportive staff 7 


Deputy DHO, I/C Occupational Health 
Plus: Technical and supportive staff 7 


Sr. Statistician, Morbidity 
Plus: Technical and supportive staff T 


Deputy DHO, Training and development 
Plus: Technical and supportive staff T 


Officer, Environmental Health 
Officer, Serology & Clinical Pathology 
Plus: Technical and supportive staff T 


SaaS 
Sd 


Appendix B: Ministry of Public Health 


Union Minister of Health and Family Welfare 


Secretary and Commissioner Health, IPHS 
(Public Health Specialist) 


Technical Wing 


% Technical Wing — 
o DGHS (PH): 


o Addl. DGHS (PH) 
DDG, ADG, DADG I/C programmes 
and other functions, as required 


o Addl. DGHS (PRIs) 
DDG, ADG, DADG I/C programmes 
and other functions, as required 


o DGHS (CGHS, CHS): 


Administrative Wing 


Plus: Technical and supportive staff T 


Plus: Technical and supportive staff T 
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o Addl. DGHS (Hospital) 
DDG, ADG, DADG I/C programmes 


and other functions, as required Plus: Technical and supportive staff T 


o Addl. DGHS (Medical) 
DDG, ADG, DADG I/C programmes 


and other functions, as required Plus: Technical and supportive staff T 


o DGHS (Planning and Development, HMD, HSR): 


o Addl. DGHS (Planning) 
DDG, ADG, DADG I/C programmes 


and other functions, as required Plus: Technical and supportive staff T 


o Addl. DGHS (HMD) 
DDG, ADG, DADG I/C programmes 


and other functions, as required Plus: Technical and supportive staff T 


o Addl. DGHS (HSR) 
DDG, ADG, DADG I/C programmes 


and other functions, as required Plus: Technical and supportive staff T 


o Addl. DGHS (ISM) 
DDG (Ayurveda) 
DDG (Homeopathy) 


DDG (Unani) 
Plus: Technical and supportive staff T 


o Addl. DGHS (Food and Drugs) 
DDG (Drugs) | DDG (Food) 
Plus: Technical and supportive staff T 


3 Administrative Wing — This wing will provide general administrative support to the 
technical wing establishment. 


o Addl. Secretary, IAS: 


o Jt. Secretary (Financial Management) 
o Jt. Secretary (CGHS) 


o Jt. Secretary (Personnel Management) 
o Jt. Secretary (Logistics and Supplies) 
o Jt. Secretary (Parliament, Law, NGOs.) 


(Note: All Jt. Secretaries will have necessary supportive staff T) 


N.B. Existing personnel should be appropriately distributed under this broad structure taking into 
consideration the expected workload and the technical/administrative issues. Since health is the State 
subject, there is large scope to prune the staff. Officers and supporting paraphernalia, CHS services will 
form and retain the current organization under DGHS (CGHS wing and CHS cadre). Other federal 
function officer’s posts will be filled through IPHS cadre officers, and till them through open and direct 
selection through all India basis, both the State and CHS cadres. 


eee ————— eee 
Appendix C: Privatization and Public Health System 


In consequence of liberalization of provided. Private Service is primarily a business 


economic policy, it has become fashionable to talk 
of privatization of the health services. There are 
serious implications in this suggestion. When one 
speaks of providing health services privately, first 
essential requirement is to pay fees for the services 


for profit, and needs that one gets maximum returns 
for the investment and assets. While this may be 
feasible in providing curative or medical services, it 
will be impossible in the case of public health 
services where investments will be high and 
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monetary returns negligible. This is particularly 
true of developing country like India where most of 
the people will not be able to bear the full service 
charge for say water supply or sewerage, if one has 
to recover full investment over a short period or 
expects maximum returns on the investment. In 
fact, private agency will not come forward for 
public health services like environ-mental 
sanitation, epidemiological services, IEC, etc. 
Thus, one should talk of privatization of medical 
care only; in public health services, scope for 
privatization is very limited, if any. 


Notwithstanding the above, the fact is that 
in India, even today, the large bulk of the health 
(medical) system is in the private sector. The share 
of the private health sector is between four to five 
per cent of GNP. At the current prices, it amounts 
to between Rs. 16,000 and 20,000 crores per year. | 
It is estimated that 69 per cent of the doctors 
qualified in modern medicine are in private 
practice. This percentage is about 90 for the 
practitioners, both qualified and non-qualified, of 
other systems of medicine.' Census of medical 
practitioners in Ahmednagar District, Maharashtra, 
showed that 92 per cent of all the practitioners were 
in the private sector.’ Rhode and Vishwanath! 
found that in a rural area nearly 62 per cent of the 
medical practitioners were without formal 
qualification. FRCH census of hospitals, nursing 
homes, etc., in Ahmednagar District, Maharashtra, 
found that 82 per cent of hospitals & nursing homes 
were privately owned, four per cent were in 
voluntary sector, and only seven per cent belonged 
to Government.! In Andhra Pradesh, a survey 
report states that about 63 per cent of the hospitals 
and 55 per cent of hospital beds were in private 
sector. | 


While 83 per cent of the modern medical 
colleges are in public sector, majority of medical 
colleges of the other systems of medicine are in the 
private sector, 3570 Ayurveda, 65% Unani, and 
76% Homeopathy. 


While 80 to 90 per cent of all the drugs are 
produced in the private sector, most of 
manufacturers are multi-national firms. In India, 
there are nearly 60,000 drugs marketed under 
different brand names, while only 250 drugs are 
identified by World Health Organization as 
essential and sufficient. As far as possible, we 
should not depend on other countries for 
equipment, instruments, drugs and other supplies. 
Local industries should be promoted and 
encouraged. We have many examples of indige- 
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nously developed and manufactures basic drugs, 
vaccines, instruments, electronic equipment, etc. 


Suggestions: 1. There is good scope for private- 
zation of medical services which include both 
ambulatory and hospital care for the diagnosis and 
treatment for the sick, and such personalized 
medical and nursing attention. Whenever it is 
economically possible, even the poor prefer to go to 
a private doctor than a government hospital or 
Centre for treatment. Only exception is of the high 
level Government Officials and the politicians who 
receive special attention and facilities at 
Government Institutions. People don’t mind 
spending for the drugs, fee for examination and 
investigations, operation, etc. 


2. There is no need for the Government to provide 
free medical care and free food to the every patient 
in Government hospitals. It is true that a small 
percentage of people do not afford to pay even 
small amounts for the medical care they need. 
These people should be provided for free medical 
facilities, both ambulatory and inpatient. There are 
many ways to do this, e.g., free insurance policy, or 
green card for free treatment at the Government 
Centres, or other places recognized for the purpose, 
etc. All families below the poverty-line should be 
made eligible. 


3. Tertiary health service facilities such as for 
diagnosis, consultation and treatment include: CAT, 
MRI and other scans; sonography, endoscopies, 
special biochemical and molecular biological 
studies, angiography, surgery for brain or heart or 
kidney disorders, etc. This field is highly technical, 
expensive and demands expert management. On 
careful consideration from many aspects, the 
approach paper for the 7" Five-Year-Plan, 
recommends that the investment in and manage- 
ment of tertiary health should be left for the private 
sector. Government should provide facilities 
needed for establishment of this type of services. 
In return, it should ensure that concerned private 
hospital or institution provides and_ reserves 
adequate number of beds, for the poor and other 
eligible persons referred to them by the hospitals 
and/or officers recognized by the Government for 
the purpose. Such a care should be given free or at 
subsidized or prescribed cost. 


4. Will privatization of Government dispensaries 
and small hospitals help and improve the medical 
services? Will this adversely affect the public 
health care? Many of the public and Government 
dispensaries and small hospitals are not fully used 
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by the people. Can such places be handed over to 
the private agencies? Instead of opening new 
curative services, should Government use private 
establishments? These and similar questions are to 
be addressed seriously and implications understood. 
5. With growing competition, high investments, 
enlarging middle class population, change in the 
lifestyles, etc.; the private sector is expanding 
rapidly in India, especially in the urban areas. Not 
only the rising cost of medical treatment and 
consultation has emerged as a pressing concern, but 
sub-standard, unethical, exploitative, and 
unscrupulous manner in which some private 
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practitioners, hospitals, and other institutions 
conduct ‘business’, has also posed a big problem. 
Many nursing homes and other establishments in 
many cities do not have even the basic amenities 
required for scientific and proper medical care. 
There is urgent need for the control and regulation 
of the private medical practice. In countries such as 
Australia, this has been attempted well by the 
Australian Medical Association. This is possibly 
the best way of self-regulation by the medical 


profession. | However, the Central and State 
Governments. shall have to discharge their 
responsibility. 


I. Mandraj Sunit, The Private Health Sector in India: A need for Regulation, a paper presented at a seminar, Foundation for Research 
in Community Health, Mumbai. This was also a background paper for GOI, Ministry of Health and Family Welfare, the Expert 
Committee to Comprehensively Review the Public Health System in the Country and Recommend Measures for Strengthening, 1995. 


(A paper commissioned by the Independent Commission on Health in India, New Delhi, in preparation of 
its second report entitled “India’s Road Map to Primary Health Care”.) 
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3 Communication to National Commission on Macro- 
economics & Health on Issues under its Consideration 


Dear Shri Alok Mukhopadhyay, 


This is in response to your letter CE-6 of 
July 2004, regarding National Commission on 
Microeconomic and Health. My views, comments, 
recommendations, etc., on the issues you have 
listed are detailed in this document. I have already 
voiced these concerns and solutions from time to 
time on various occasions at national and 
international levels and for consideration of various 
Government and voluntary organizations. Nothing 
tangible has happened and even commonsense has 
not prevailed so far. 


and 


During my last visit to Delhi, Dr. Ranjit 
Roy Chaudhury who is the Chairman of one of the 
sub-committees of the National Commission on 
Microeconomic and Health met me along with Dr. 
Ajay Mahal and Dr. Avtar Singh Dua who are the 
members of the said sub-committee. We had a long 
discussion and I wrote to them subsequently. It 
appears to me that the new Government is as shy 
and keen to do wrong things, e.g., promote (?) 
medical care (to the rich and not the poor) under the 
garb of ‘health care’. None of our politicians, 
bureaucrats and even the intellectuals seem to have 
understood and have insight in what constitutes 
health care. Some of them may be knowing but 
pretend ignorance and continue to undertake 
populist measures such as opening All India or 
National Institutes of Medical Sciences, when 
people die of starvation or accidents, 
compensations are announced (may not actually 
reach) without any measures or even thought of 
preventing recurrence. I have written all this 
because unless some one (group) in authority 
develops concern and perhaps obsession, nothing 
will happen except I wasting my time and couple of 
papers contributing to ‘raddi (waste paper)’. I am 
really fade-up doing things for those who act for 
self-promotion and who maintain status co and 
perpetuate wrong things while talking of big words 
such as epidemiology, Panchayati Raj, have-nots, 
poverty alleviation, equity, and so on. Bureaucrats 
tend to create rather than remove obstacles on the 
ways of performance, a negative leadership. 


I have earlier communicated some of the 
key issues to Dr. Anbumani Ramadoss, Union 
Minister for Health; Shri. Sam Pitroda and Shri 
Montek Singh Ahluwalia. As expected two of them 
have not even acknowledge the receipt, except Shri 


Ahluwalia who was kind enough to respond. 
Nevertheless, I get pleasure and satisfaction of 
doing thankless job since I believe and hope that 
some day these may be used and the poor and 
underprivileged of our lot will be benefited. I am 
also aware that the probability is very low though. 


Thanking you and with best regards, 
Yours Sincerely, sd 


Communication to National Commission on 
Macroeconomics and Health on the Issues under 
its Consideration 


Introduction: This document has been prepared in 
response to the request to that effect from Shri. 
Alok Mukhopadyay, Member of the Commission 
and Chief Executive, Voluntary Health Association 
of India. It is hoped that the Commission will be 
able to consider and deliberate on this, and result in 
taking steps to provide Health For All Have-nots. 


I. Priority areas for health interventions: 


Understand real meaning of health so that 
the interventions are appropriate and may be 
effective if the governance (management) is honest 
to the purpose and of high quality. I am not 
reproducing here a table showing the difference 
between health care and medical ‘care’, but 
reproducing a table that illustrates where we have 
gone wrong by blindly following the Western 
World and advice of the International Agencies and 
‘Experts’. We have to apply epidemiology (most of 
our epidemiology has remained below shoulders). 
The priorities for health care are very clear from 
this table. For this we have to go back to the real 
Health For All through Primary Health Care 
Approach. I have said real because WHO, World 
Bank, etc., have now rolled back from Alma Ata 
Declaration and what they are advocating now is 
not in our national interest, in fact of all the 
developing countries. I hope that we realize this. 
Below is a copy of one of my papers which will 
make the real issues more clear and explicit, and 
get at appropriate interventions with which the next 
issue deals with. Medicine v/s Health: Least we 
forget: “The current focus on therapeutic inter- 
vention has gradually led to the myth that good 
health is primarily the result of medical intervention 
and hospital services. Besides, it created a lack of 
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real understanding that health is governed by and a 
reflection of the social and living conditions of the 
community. Medical and surgical treatment claims 
to offer instant & personal gratification to patients, 
providers and politicians, as opposed to the claimed 
long-term benefits of preventive health that may or 
may not materialize. It also finds greater favour 
with less well-informed societies. In addition, the 
emphasis on curative medicine is reinforced by the 
growth of the medical and pharmaceutical industry 
and medical associations, which have a powerful 
influence on Governments.” | 


“In the mid-1970s various researches 
revealed that health improvement can best be 
attained by behaviour modification and environ- 
mental change. This realization led to the fourth 
phase of public health, which many experts in 
public health call the New Public Health. Public 
health is about the complex interaction between 
individual health and health beliefs and the intricate 
features of populations: their social, political, 
environmental and economic realities. It is in this 
context we should understand individual lifestyle, 
genetic and other biological risk factors. New 
public health focuses on environmental factors in a 
broad sense — social and psychological as well as 
physical — and a_ healthy lifestyle which 
consequently necessitates that health be placed in 
the mainstream of development.” 


“The lives and health of people are 
unequally affected by ongoing development. 
Modernization, better socio-economic condition 
and healthy environment will certainly allow some 
sectors of the population to improve health. 
However, the key issue is how health improve- 
ments become distributed in the entire population, 
i.e., the equity of health. For all the extraordinary 
advances in health achieved in this century, there is 
still too much suffering around.” ! 


We in India, even the scientists and 
educated, tend to blindly follow the Western 
Developed Countries in understanding “health 
care” and “public health needs”. The people and 
Governments in those countries have already taken 
care of their basic health needs. They have provided 
and maintained safe, adequate and easily accessible 
water supply, healthy housing, nutritional security 
(to the extent of over-feeding), sanitary hygienic 
disposal of sewage and solid wastes, control of air 
pollution, high level of education, safer occupa- 
tional and industrial environments, etc. Naturally, 
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the issues left for them include medical care (which 
they call health care), hospital services and high 
costs, health insurance and equity, control and 
prevention of non-communicable diseases, mental 
health, accidents and violence, etc. 


Unfortunately, in epidemiological transi- 
tion with all kinds of diversities and variations in 
Indian sub-continent, we are facing double or tribal 
burden. However, in planning and development, 
we incline heavily for “India” (our privileged few) 
than “Bharat” — our real country. Politicians, 
planners & (so-called) administrators talk in public 
about the people — the poor and their problems, but 
when it comes to action, what is delivered is a lip- 
service or low quality, ineffective, unsatisfactory, 
inadequate, temporary move ~ the stale crumbs. 


It is of little use to define priorities and 
identify key interventions, if the health system 
cannot deliver them or fail to reach the poor. To be 
effective, our health systems development and 
strengthening should become a strategy. 


The relevance and quality of research 
results, and scientific and technological develop- 
ments, by themselves, may not benefit the people, 
unless the scientists participate in policy process. 
Policies should lead to need-based intervention 
programmes and their effective and sustained 
implementation. For this to happen pressure 
building — both public and professional — is 
necessary. Active and wide dissemination of 
adequately validated research results and successful 
interventions (arising out of pilot studies) which are 
tested for effectiveness in community-based 
demonstration projects, through user-friendly 
reports, newspaper articles, professional seminars, 
mass media, and_ electronic and another 
communication channels, is essential.” In addition 
to pursuit of scientific research and technological 
development, it is essential to have concern, 
commitment and inspiration for application of the 
advancement of knowledge and skills for human 
welfare. Positive, persuasive and persevering 
efforts are necessary to get research findings 
adopted as a national/local policy. Scientific and 
professional organizations are required to work 
long and-hard to gain acceptance for the course of 
action and interventions found necessary on the 
basis of their work for upliftment of the poor, 
improved quality of life of our people and making 
India a developed country with its own culture, 
spirituality and distinctive culture. 
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Determinants of Health 


Safe and adequate water supply 

Sanitary disposal of excreta 
and all wastes 

Home & Occupation in ~ 
pollution-free surroundings 

Adequate food supply 

Capacity to purchase food 

Food and Personal Hygiene 

Education 

Social and Economic justice 

Medical and allied services 


Western Countries 


Universal 


Universal 


Good Dismal 
Excellent No Equity 
Excellent Poor 

Good Very Bad 
High level Low 

OK. Not for the Poor 

Present concern High priority 
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Poor 


Bad 


(but is ill-advised) 


Yet, we still give highest priority to medical care and neglect public health service. 


References: 


l. Uton Muchtar Rafei, Regional Director, WHO, SEARO, New Delhi, Changing Global Scenario and Public Health for the Next 
Millennium, Keynote address, WHO Regional Conference on Public Health in South East Asia in the 21“ Century, Calcutta, 22-24 


November 1999, 


2. Gwatkin, Davidson R., [HPP Brief, International Health Policy Programme, USA. April 1999. 


2. A set of Essential Interventions: 


The priorities described in the earlier issue 
directly lead to the essential public health 
interventions. Enough of scientific and technology 
information is available for designing interventions. 
In this regard, it must be remembered that with all 
kinds of diversities and regional differences we 
have in our country, it would be a grave mistake, a 
blunder, even to seek for a uniform solution. There 
is no alternative to total decentralized approach and 
empowering the local self-governments (PRIs and 
Nagarpalikas) and the Gram Sabhas to take 
initiative, plan locally and progress by satisfying 
the local needs and solving local problems. I will 
not therefore list and elaborate elementary public 
health measures. The bigger issue is how we are 
going to effectively implement. Our health system 
is moribund and needs rejuvenation and rebuilding. 
At this stage it may suffice for me to mention my 
power point presentation some time ago at a 
seminar in Pravra, which Shri Vikhe Patil 
inaugurated, for perusal of the Commission. 


3. A Multi-layer Programme of Health-System 
Strengthening: 


We have not realized that health sciences 
are multi- and trans-disciplinary. Our Health 
Ministries are truly the ‘ill-health’ Ministries 
because they hardly ever go beyond creative 
medicine. Further, this care is of low quality and 
not satisfactory even to the poor who prefer to go to 


a private medical practitioner and in the process 
may incur debt I have already sent for the 
Independent Commission on Health in India 
(ICHI), my paper entitled ‘Evoking Primary Health 
Care Approach, through Decentralization and 
Panchayati Raj System’. This paper deals 
comprehensively and exhaustively this issue and 
provides specific recommendations. In fact, it 
could be an approach paper for the health plan. My 
second paper which is supplementary to the first is 
entitled ‘Revamping existing Governmental Health 
Infrastructure for Primary Health Care’. This is 
also with the ICHI and gives the desirable 
organizational changes and modifications to make 
them capable to play the new role of supporting and 
empowering the local self-governments and the 
people through Gram Sabhas, etc. Lastly, without 
efficient managers, nothing will happen. 
Competent managers are to be selected and leaders 
identified. One cannot really train any person 
selected at random to be a competent manager or a 
leader. Government shall have to hand-pick 
people. These two papers are with you. 


4, Reforms 
constraints: 


for 


removing non-financial 


It is said that we are good planner and bad 
in implementation. Our governance & management 
are lousy, apathetic, elite orientated and have no 
real commitment for the welfare of the poor, and 
sustained development. We survive because there 
are some exceptions and entrepreneurship and 
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tolerance (ignorance) of our people. Thus, our non- 
financial constraints are soft in nature and very hard 
to rectify unless we mean business. The reforms 
should be directed to rectify the underlying causes 
of our failure: 1. Lack of public and political 
support. 2. Leadership crisis. 3. Health Manpower 
crisis. 4. Mismatched organizational set-up. 5. 
Undue centralization. 6. Weakness of public health 
institutions. 7. Professional inadequacy and apathy. 
8. Neglect of research. 9. Conservative bureaucratic 
administration. 10. Ignoring expert opinions. 11. 
Lack of true partner-ship with the voluntary 
agencies. 12. Private sector factors. 13. Lack of 
inter-sectoral approach and collaboration. 14. 
Antagonistic impact of technological development. 
15. Adverse influence of international organizations 
and external funding agencies. 


Following are some of the critical reforms 
which will help to limit the restrictions: 


a. Ensure necessary leadership: Directors and top 
level managers should qualify in public health and 
have good track record of performance and 
leadership. 

b. Reorganization of the Health Ministries and 
Departments: Decentralization and delivery of 
public health services to district and sub-district 
level should be brought into the full control of the 
PRIs and Municipalities. 

c. “Administration” without accountability should 
give way to “Management with optimum 
performance. Advocacy is necessary to promote 
public health as an essential component for health 
development. It is necessary to be proactive in this 
regard. 

d. Strengthen public health system by creating 
career structures by establishing a new cadre of 
Indian Health Service (HIS) on par with that of 
IAS. This has to be done at national, state and 
district levels; and establish policies to mandate 
competent background and relevant expertise for 
persons responsible for health of the population. 

e. Strengthen and _ reform public health 
education and Institutions: Establish a chain of 
Post-graduate Schools of Public Health for impro- 
ving the pool of public health expertise & capacity 
building. Emphasize the importance of public 
health as a multi-disciplinary and endeavour to get 
it out of clutches & monopoly of medical fraternity. 
f Build Health Systems Research as a 
component (R&D) of health management and 
administration. This will extend the benefits of 
science and technology to the people. 

g. Initiate massive IEC drive for making the 
people, especially the “have-nots’ self-reliant in 
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health care, change behaviour and making lifestyles 
conducive to health. 

h. Strengthen PRIs for efficient delivery of 
primary health care to the people by full 
devolution of authority and allocation of adequate 
resources and other supports. Promote and support 
area-specific decentralized planning. Beginning 
with every village and using local data, this has to 
be done for each district. Governments should be 


catalytic. 

i. Initiate inter-sectoral dialogue and 
programmes for promotion of environmental 
health, poverty alleviation, education and 
information transfer, welfare of women and 


children, care of the disabled, nutrition security, 
occupational safety, healthy housing, etc. 

j. Team work: Governmental organizations, 
NGOs, voluntary bodies, corporate sector and the 
society will have to work in harmony, as a team 
with mutual respect. 

k. Our big population should be considered as a 
best resource and this asset should be nurtured for 
rapid economic growth, prosperity and improved 
quality of life. 

|. Poverty should be tackled in innovative ways 
for upliftment of the poor who should be enabled to 
pay for basic family-life need in 5 years covering 
all below poverty-line. 

m. Globalization and economic reforms are 
inevitable. Ways of countering and neutralizing its 
drawbacks should be sought. 

n. Constitute a team of consultants consisting of 
renowned public health experts, epidemiologists, 
and executive managers to advise governments and 
local bodies. 

o. Initiate ‘Operation Public Health” with 
determination that the public health system in India 
becomes strong enough to provide good health to 
the ‘have-nots’, accelerate health promotion, and 
reduce disparities substantially, if not eliminated. 


However, these systems reforms 
notwithstanding, public health system cannot be 
strengthened without additional expenditures. 
Allocation of funds should be liberal and 
substantially enhanced. Cost-effectiveness and 
appropriateness should be ensured. 


5. Targets for reduction of disease burden: 


Our policy and strategies for the control of 
diseases should be rationalized on the basis of 
epidemiological principles and experience. Pre- 
requisite is to review all the existing disease 
control/eradication programmes. Independent 
Commission on Health in India has published my 
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monograph entitled, ‘Health Situation in India: 
2001 with special reference to the control of 
communicable diseases. Thesipassuey Jis 
comprehensively covered in this monograph (copy 
enclosed) which provides new strategies and 
approaches to deal with this long standing burden. 
The targets will have to be linked with the new 
programmes. It may be mentioned that we neither 
have the required information for epidemiological 
modeling nor there is need for such modeling. 
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6. Key Health Synergies with other sectors: 

This issue has been fully covered under 
my paper entitled ‘Evoking Primary Health Care 
Approach, through Decentralization and Panchayati 
Raj System’. The issue of intersectoral 
coordination and collaboration has been totally 
ignored and neglected so far. Diagram I indicates 
major determinants of health. Even a child can tell 
us that without all sectors contributing their might, 
health development is not possible. 


Diagram I: Major Determinants of Health 


Health 


Healthy Environment 


Safe and adequate water supply 
Sanitary disposal of excreta and 
all wastes. Home & Occupation 
in pollution free surroundings. 


Proper Nutrition 


Adequate food supply 
Capacity to purchase food 
Food and Personal Hygiene 


Healthy Lifestyle 


Education. Health habits 
and traditions. Social and 
economic justice. Medical 
And allied services. 


Further, lifestyle which largely makes difference between health and disease, is a very complex. It 


is very difficult to bring about changes in lifestyles of the people howsoever important it may be in our 
efforts, especially to prevent the diseases of the affluence, viz. diabetes, coronary heart disease, high blood 
pressure, cancer, etc. Diagram II shows the factors and interactions that determine the ways in which 
people live. These two diagrams help to identify the key health synergies. Useful in its deliberation. I 
will be pleased to provide any clarification or elaboration, if and as required. 


Diagram II: Genesis of lifestyle 


Behaviour © Mind-Set rr) Lifestyle 


Neighbourhood 
Surroundings 


(In response to letter CE-6 of 22" July 2004, from Shri Alok Mukhopadhyay Member, National 
Commission on Microeconomic and Health, Government of India, New Delhi.) 
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4. Changing Strategies and Challenges in Communication in Health 
Development in India 


Introduction: 


It is only recently that human beings are 
talking about information technology, However, in 
the process of initiation and development of life- 
forms the nature, with its self-contained science and 
technology base, has perfected communication 
technology — both hardware and software aspects. 
The efficiency is remarkable: (a) extending over the 
entire process of information gathering through 
sensory mechanisms ; (b) judging its utility by 
screening quality of data in terms of relevance, 
reliability, accuracy, timeliness, etc. ; (c) critically 
analyzing and storing it; (d) net-working and cross- 
checking the new data and information with the 
stored data base ; (e) the past experience and 
lessons learnt are retrieved from the memory; (f) 
organizing the information; and (g) developing 
afferent channels for transferring the information in 
a programmed sequence and timing so as to initiate 
actions which are predetermined and performance 
also pre-designed. Even the probable adversities are 
anticipated and mid-term corrections are built-in. 
the end is further addition and enrichment of data- 
base of knowledge, experience, wisdom and skills. 
This is an endless process. Communication is a 
vital characteristic of all forms of life from the 
viruses having relatively simple mechanisms at one 
end of the spectrum and to the highly developed 
psycho-neurological mechanisms of the human 
brain and nervous system. 


The term communication which is used in 
this chapter, means a mechanisms by which given 
set of information, knowledge, technique, skills, 
etc., is transferred effectively from an appropriate 
source (animate or inanimate) to the recipients 
(individual, group or community) in such a manner 
that the message is received and learnt correctly and 
resulting in response such as predetermined action 
or performance, or change in action or behaviors or 
lifestyle. The history of human development dates 


back to about two million years. However, it is’ 


during the last two centuries of industrial 
revolution, and_ scientific and technological 
advancement that the subject of communication is 
gaining importance and attention. Can we take 
lessons and do what the nature has done? How we 
do it? 


Several programmes for socio-economic 
development for welfare of the people have been 
launched, one of the objectives being health 
development and improved quality of life. Success 
and sustenance of such planned development 
depend largely on the active participation of the 
people for whom the programmes are intended. In 
final analysis, every development rests on the 
human resource. With limited financial allocation, 
the question of cost-benefit & cost-effectiveness 
always crops up. Unfortunately, in India perfor- 
mance of most of the national health programmes 
has been far from satisfactory. In practice, 
involvement and participation of the people was at 
the minimum. Nevertheless, problems such as 
population growth and disease burden were to be 
addressed urgently. It is in this context that 
communication was accorded high priority by the 
Government of India. It is interesting to review 
what was done and what happened. It is with this 
background that the evolution of communication in 
health development is being considered in this 
chapter. 


Practice of Public Health 


It is strange that in event of unsatisfactory 
performance or failure to meet ‘targets’, our health 
administrators fail to examine and study the causes 
of shortcoming and rectify them or seek for 
alternative approaches. In most of the instances, all 
that they did was to just change the name/title of 
the programme without revising strategies and 
interventions, etc. Even the international agencies 
have fallen in this trap. Family Planning was 
progressively renamed as Family Welfare, and 
Reproductive and Child Health Programme. 
Classical Maternal and Child Health (MCH) also 
received similar dressings. Communication was 
equated to health education and then to IEC 
(Information, Education and Communication) 
during the last decade. The beaten path was 
followed without assessing the impact. The efforts 
of health education were half-hearted and remained 
confined to different disease control and family 
welfare programmes. There was neither talk of 
integration nor any dialogue with the Education 
Ministry. Not satisfied with the result of the 
interventions, various approaches and strategies 
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were tried to involve people ad ensure active 


participation. It was a process of trial and error. 
There was not much of success. 


The Story of Communication Agenda 


Community Development Programme was 
launched in I Five-Year-Plan. Health development 
was one of its components. In this task Primary 
Health Centre was to play a pivotal role. Health 
education was one of the functions assigned even to 
this early set-up. With the lessons learnt during last 
fifty years, both nationally and internationally, the 
current talk is about communication for behavioral 
change. Programme of democratic decentralization 
and empowerment of Panchayati Raj Institutions 
(PRIs) are introduced. Early results in some States 
are positive and encouraging. Correct recipe for 
effective communication seems to be eluding even 
the experts. 


The Chain of Events and Strategies 


10. Community Development Programme : 
General education including social education and 
adult education were an integral part of the 
activities under this early programme for 
developing a welfare society. The Primary Health 
Centre (PHC) was charged with the responsibility 
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of providing integrated medical and public health 
services including health and nutrition education, to 
the people. Not only the medical Officer in charge 
of the PHC was expected to use every opportunity 
for a little judicious health education, but health 
education was the duty of all the field staff of PHC. 
Though the vertical programmes for control of 
communicable diseases could achieve some success 
initially, the health services in general failed to 
create community awareness of the health needs 
and to mobilize public opinion and action for 
improvement of health status. Why these early 
health education programmes failed? It seems that 
we had no insight into the complexities and ways of 
communication then. The center of attention was 
the methods without consideration of the outcome, 
e.g., evaluation indicators used were number of 
poster or messages on the road, number of meetings 
etc. Education was not the priority of the politicians 
and administrators. To illustrate, although universal 
primary education is mandatory under the 
Constitution of India, this has not been done till 
today. In retrospect, the congruence between the 
functions stipulated for the PHC and the cardinal 
elements of Primary Health Care is strange and 
surprising high (Table 1). The time lag between 
these two is over three decades. This testifies the 
oft quoted statement that we in India are good 
planners but poor implementers. 


Table 1: Functions of Primary Health Centre and eight elements of Primary Health Care 


Function of Primary Health Centre 
1. Medical care 


2. Control of Communicable Diseases 


3. Sanitation especially provision of safe water and 


sanitary disposal of excreta 
4. Maternal and Child Health Services 


5. School Health 


6. Vital Statistics 


7. Health Education 


} 4 © Health Education: After eradication of 
smallpox and diminishing returns of various 
vertical disease control programmes, basic services 
were introduced. Grass-roots staff was pooled and 
integrated into the Basic Health Workers (BHWs) — 


Nine elements of Primary health Care 


1. Elementary care and appropriate treatment of 
common diseases and injuries 
2.Provision of essential drugs 


3. Adequate food and proper nutrition 


4. Prevention and control of locally endemic 
diseases 

5. Immunization against 
disease 

6. Safe and adequate water supply and basic 
sanitation, sanitary disposal of excreta and refuse 
and housing 


family welfare 3 
8. Health Education effective communication and 
self-reliance 


major communicable 


forerunners of multipurpose workers. With 
adoption of the Multipurpose Workers Scheme, 
Health Education function was revived. Central 
Health Education Bureau was established in Delhi 
under the Ministry of Health and Family Welfare. 
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rhen new State Bureaus and cadre of Health 
Educators was established Block Extension 
Educators were appointed. Preparation and 
distribution of health education materials got the 
priority. Most of the health education material was 
in English and very little in the local languages. 
Mass media were extensively used. Attempts such 
as holding village meetings were made to introduce 
two-way interpersonal communication. Yet the 
outcome was not satisfactory. Involvement and 
participation of the people was not materialized for 
all practical purposes. 


PZ. Information, Education & Communi- 
cation (IEC): Initially, Family Planning 
Programme was started by establishing Family 
Planning Clinics. This approach failed to attract the 
people. Therefore, Extension Approach was 


introduced and Family Planning Workers (or_ 


Motivators in Maharashtra) were appointed for 
communicating the message to the people and 
providing services. However, it was hard to 
motivate the people to adopt family planning 
methods — vasectomy in those days — and the set 
targets could not be reached in spite of all kinds of 
incentives offered to the people. The Government 
Departments then progressively resorted to 
coercion. The results were disastrous and the then 
Government lost its power. The new Government 
changed the name of the programme to that of 
Family Welfare Programme. However, it took years 
before the topics such as small family norm, etc., 
were talked about. In order to take the people along, 
health education received another booster. By now 
the term health education was no more fashionable 
ad got lost in the history. The targets were dropped 
(in practice only on paper). Communication experts 
coined a new word and new strategy, viz. IEC 
(Information, Education and Communication). 
Electronic media and modern communication and 
education technology were put into the gear. 
Though impressive, this paraphrasing of 
terminology has not made any difference. The 
activities have remained the same old wine, but in a 
new bottle. 


13; Community Cooperation: After initial 
success, most of the national programmes for the 
control / eradication of communicable diseases 
failed to give desired performance. The case- 
holding and the percentage of the patients of 
leprosy and tuberculosis completing treatment were 
poor. Voluntary reporting of new cases was very 
low. Drop-out rates under the Universal 
Immunization Programme and school enrollment 
were alarmingly high. Utilization of the promotive 
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services such as MCH and other available 
assistance was poor. In the early stages of Malaria 
Control operations, people welcomed — and 
cooperated for getting their houses sprayed with 
DDT emulsion although the spraying used to result 
in defacing the walls, etc., with DDT deposits. 
However, as soon as the bed-bugs got eradicated, 
this cooperation vanished although the new 
insecticides were soluble without leaving any trace 
on the walls. With such experience and situations 
many vertical disease control and eradication 
programmes designed various communication 
strategies and deployed extra field staff with the 
aim of securing involvement and active 
participation of the people. In some programmes 
such as for the prevention of iodine deficiency 
disorders, legal provisions were made to ensure that 
non-iodized salts are not available. 


14. Social Mobilization: Global _ strategy, 
drafted in mid 1980’s by the World Health 
Organization, for Health For All by the year 2000 
recognized the need for Health Behaviour 
Research. This originated because of the feeling 
that non-and underutilization of the available health 
services facilities was due to the factors related to 
social behaviour and mobilization. Service of social 
scientists and anthropologists were sought. 
However, this was mostly the problem 
identification exercise, eluding solution. Social 
mobilization depends on proper social actions and 
solution lies in their appropriateness. The basic 
elements of social action are: (a) Leadership, (b) 
Group of people, and (c) Situation. These elements 
are interrelated and interdependent as shown in 
figure I. 


Perspectives of the people, especially of 
those who are poor or underprivileged are the key- 
issues. What the people think? Why they think so? 
Such are the matters that need consideration. 
Meaningful relationship between the people and the 
health programmes has to be developed. One of the 
factors on which effective communication and 
community action depends is personal attributes 
such as ability to captivate and to win over. This is 
why the leaders such as Dr. Raj Arole and other 
leading volunteers who undertake micro-projects 
are able to win and get active involvement and 
participation of the people, e.g., Comprehensive 
Health Development Project, Jhamkhed. Health 
culture is pluralistic and communication technology 
has to match it. Social reformers and some 
politicians have effectively brought about social 
mobilization. What was the process? Slogan like 
‘Bharat Mahan’, appearing on several trucks on the 
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road and new slogan ‘India Shining’ have produced 
entirely different impacts. What are the lessons and 


what more to learn and understand about 
communication technology and its transfer? 
CA Empowerment of People: With the 


advent of Health For All through Primary Health 
Care approach, a new ear was opened. Health care 
facilities were to be developed and arranged around 
the life patterns of the population. Decentralization 
was considered as an essential prerequisite to fulfill 
local needs to of the community. Multisectoral 
cooperation and collaboration were the key factors. 
Manifold and multidirectional solutions were 
required. The vulnerable and needy groups were to 
be given special attention to ensure equity and 
accessibility. And community participation was 
considered as indispensable for the success. Thus, it 
was imperative to empower the people and organize 
the community, especially the vulnerable and needy 
groups, so that it can truly participate. Concrete 
inputs to empower’ people were more 
comprehensive, viz. IEC, income generation and 
authority. Full political & bureaucratic support, will 
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and pledge were identified as vital prerequisites. 


Major shift in the focus was from the 
means to the effect and impact: i.e., from single 
tract ‘education’ to multi-pronged comprehensive 
approach to empower people. One of the major 
strategies was decentralization from the Central and 
State Government to the Panchayati Raj Institutions 
(PRIs) and Nagarpalikas — the local self — 
governments. Promotion of Self-Help Groups of the 
women in the villages have organized, activated 
and empowered village women. This has resulted in 
many places, development of confidence among 
them, initiated economic activity and income- 
generation, and participation in political and 
development activities, etc. There are instances in 
Maharashtra villages where the interest and 
initiative taken by the villagers have resulted in 
successful implementation of the schemes such as 
water supply and _ sanitation, water shed 
development, etc. Local leadership is also 
emerging. In brief, wherever decentralization has 
taken place and to the extent it has taken place, the 
results are evident (Table 2). 


Table 2: Rural Health Indicators in Selected States by Extent of Empowerment of Panchayati Raj 


System in selected states in India 


State Categories 
With Empowered PRI,s 
Maharashtra 
Tamil Nadu 
Gujarat 
Andhra Pradesh 
Karnataka 
West Bengal 
Average for India 


With disabled PRI,s 


Uttar Pradesh 


pbb: ‘toh, xGcrivenithe50 oO s565:2, bil Paskinont Wo fa28.85 olin laa ae 
68 ots deGlNs Noadegis Bek orihdeFOOde | 
2.6 


Source of Data: Foundation for Research in Health System (2203), Health Monitor, Ahemdabad, Sample 


Registration System Bulletin, Volume 37(2), October 2003. , ) 
Ficaith ted of India, 97-98. Min. H& FW, GOI, and Raja Sabha Un-starred Question No. 371, 04- 


03-2002. 
noe. Cor = Crude Birth Rate, Rural 2002 
IMR = Infant Mortality Rate, Rural 2002 | 
EL = Expectation of Life at Birth, 1996-2001, estimates 
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P<15 
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Percentage of Population below 15 Years of Age, rural, 1998. 


Total Fertility Rate, 1998. Lowest of 1.8 in Kerala 


CDR - Crude Death Rate, Rural 2002 
TFR = 

LR - Literacy Rate, Persons, 2001. 
In a traditional society as _ ours, 


characteristic difference between ‘Bhartiya’ and 
‘Indians’ has to be realized. People will readily 
accept technology, mostly blindly, but may not go 
along with its scientific background or basis. 
Injection may be accepted, but without 
understanding of immunization or preventive 
aspect. Water is demanded but not its safety and 
prevention of water-borne diseases. It is in this 
regard, the broad-based approach such as of the 
primary health care, is of great significance. 
Empowering people is truly the issue of human 
resource development. We have failed in meeting 
the target of Health for All by the year 2000 
because of not understanding the concept of 
primary health care and failure to develop insight 
into the implications. Intersectoral collaboration 
and cooperation were neglected; trans-departmental 
programmes and activities were even not initiated 
by the Governments. Communication is and has to 
be a continuous activity. This has never occurred in 
heath education which has unfortunately remained 
tightly locked in the Health Ministries and 
Departments. People come in contact with the 
Health or Medical Institutions only during short 
periods of illness or promotional activities such as 
immunization or care of mothers and children. On 
the other hand a vast majority of school children are 
available for least eight hours a day and five to six 
days a week. They are attentive and getting 
educated and trained for personality development 
and becoming productive citizen. Health is not 
taught in any significant extent and manner in the 
schools. In fact there is retrograde reform of 
dropping the subject of physiology and Hygiene 
which was once a compulsory subject in school 
curriculum. 


Despite the necessary ingredients and high 
potential for effective communication, the process 
of empowerment of the people has been very tardy 
and measures inadequate. People are not aware of 
the purpose behind the constitutional amendment 
for empowering PRI’s So_ far despite 
communication there has been neither appropriate 
change in the behaviour of bureaucratic and 
political systems nor any pressure developed by the 
grassroots people. In general bureaucratic 
administrations are reluctant to transfer adequate 
power and authority to the PRI’s. The process is 
also not uniform in different States. However, ‘self- 


reliance’ is the expression of end point objective. 
Nation has to continue on this path. 


16. Communication for Behavioural 
Change It is universal experience that information, 
knowledge, training or education per se do not 
necessarily result in appropriate or expected change 
in human behaviour. There are several personal, 
cultural and __ traditional, situational and 
circumstantial, and other factors influencing 
behaviour. Further, behaviour may take different 
and very diverse forms and may change over time 
and situation. With this realization, recently IEC 
strategy has been changed to CBC (Communication 
for Behavioural change). This makes the objective 
more explicit. However, our knowledge of 
behaviour is very incomplete. How do the rumors 
spread so effectively and people act on the 
information? The rumors such as God Ganpati’s 
idol drinking milk or of Hanuman sweating got 
widely spread not only all over India but also far of 
in U.S.A. Negative health habits such as use of 
tobacco and alcoholic drinks are highly contagious, 
but it is hard to inculcate positive health behaviours 
such as exercise, regularity and moderation, 
lifestyle changes, or giving up smoking. How these 
adversities get communicated so well, easily and 
rapidly? Why we are not researching? “Tonics” are 
very popular although none of them have scientific 
justification. Nevertheless even the qualified 
doctors and consultants prescribe them. Many 
doctors do smoke despite the knowledge of the 
harm; they also consume antibiotics when they 
themselves get common cold. Failures of 
communication are plenty. Can we learn more 
about why and how of the failures? 


Ly. Faith, Culture, Belief and Traditions: 
All these exist because of communication; and are 
good instances of strong and lasting behaviours. 
Faith is the trust or unquestioning confidence, 
strong belief especially religious doctrines, etc. 
Culture is the state of trained and refined state of 
understanding and manners and tastes. Belief is 
trust, confidence or acceptance of received theology 
or of things as true or existing. Tradition is opinion 
or belief or custom handed down from one 
generation to another especially orally, based on 
usage or experience. These are then the ultimate 
end points where health education mission should 
reach and get institutionalized in the society. 
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There is another interesting aspect of 
communication. Communicating information and 
scientific facts to the common people and 
‘uneducated’ is relatively simple and often very 
effective in hands of some individuals. However, to 
educate and to inform effectively the ‘educated’ is a 
very hard task. We talk of stigma, say in case of 
leprosy. With full scientific and epidemiological 
knowledge about leprosy, almost all doctors will 
not thoroughly examine (may not even touch) a 
person either suffering from leprosy or suspected of 
having it. This is true even in the case of the cured 
leprosy patients. Doctors have dismissed even 
cured person from employment. There are four 
types of people: (a) Literate and educated, (b) 
Literate but un-educated [many professionals fall in 
this group] (c) Illiterate and uneducated and (d) 
Illiterate but educated [these are the wise villagers]. 
It is hard, often impossible, for the category (b) 
type of persons to learn new things; relatively easy 
for category (c) people, say in the villages; and 
category (a) and (d) are the people who learn when 
properly informed. IT is hard to undo wrong things 
once learnt and substitute them with the ‘right’ 
ones. Repetition is one way in which 
communication can be reinforced; it is probably an 
effective eraser of memory. 


Some social reformists are concerned 
about the blind faith many poor people have. The 
fact that faith provides assurance and relief to many 
of the unprivileged people is undeniable. 
Exploitation of the faith the poor have in something 
for monetary or some selfish motive amounts to 
cheating; and this should be curbed. However, most 
of the instances such as offering ‘vibhuti’, etc., are 
provided free and without any ulterior motive. On 
the other hand many educated people and scientists 
have strong and blind faith in science. Any thing 
such as a new device or product like drug is 
accepted without questioning, anything that costs 
more is considered as superior. Blind faith in 
science is worse than the faith the poor people have 
say in ‘God’. 


By-and-large the blind faith of the poor is 
harmless. However, the blind faith in science is 
often harmful to the society. Miracles are not 
uncommon in medicine. Patients with advanced 
cancer have not only survived but the cancer indeed 
regressed completely. There are case studies to 
confirm the facts and provide unequivocal evidence 
of faith operating as the causative factor. Most of 
the miracles cannot be explained by science, but 
they are real; the fact is that science and its methods 
are not yet developed adequately. It is noteworthy 


309 


that the damage done by blind faith in science and 
technology, without unequivocal evidence, is 
plenty. The example of the wide spread use of 
tonics has been already quoted. Medicines such as 
the antibiotics and hormones are mostly misused 
than used. The most damaging is the recent 
advocacy of the use of condom as a public health 
measure for the prevention and control of new 
venereal infectious disease AIDS and HIV 
infection. Worse is that this is being done with total 
disregard to the well established cultural, ethical 
and traditional social base. Apart from the ethical 
and morality values prevalent in India, this societal 
issues are best illustrated {especially for those who 
believe in the Western culture blindly} by the 

American Adolescent Family Life Act of 1981. 

This USA Act focuses on developing programme 

that promotes abstinence as the only option to help 

young people avoid STDs and teen pregnancies. 

The authors have reproduced Title V “abstinence 

until marriage only’ standard: “Abstinence 

education” means and educational or motivational 
programme which — 

(A) _ has as its exclusive purpose, teaching 
the social, psychological, and health 
gains to be realized by abstaining 
from sexual activity; 

(B) teaches abstinence from _ sexual 
activity outside marriage as the 
expected standard for all school age 
children; 

(C) teaches that abstinence from sexual 

activity is the only certain way to 

avoid out-of-wedlock pregnancy, 
sexually transmitted diseases, and 
other associated health problems; 
teaches that a mutually faithful 
monogamous relationship in context 
of marriage is the expected standard 
of human sex activity;; 

(E) teaches that sexual activity outside 
of the context of marriage is likely to 
have harmful psychological and 
physical effects; 

(F) teaches that bearing children out-of- 
wedlock is likely to have harmful 
consequences for the child, the 
child’s parents, and society; 

(G) teaches young people how to reject 

advances and how alcohol and drug 

use increases vulnerability to sexual 
advances; and 

teaches the importance of attaining 

self-sufficiency before engaging in 

sexual activity. 


(D) 


(H) 
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Are not these guidelines also truly Indian or for 
the matter global? It is here that cultural, religious, 
ethical, moral, psychological, and other subtle 
aspects of human value system takes over science 
and technology. These philosophical aspects should 
be recognized and considered while planning 
communication strategies. 


18. Developmental Spiral: The communi- 
cation cycle is now tending to complete the circuit. 
The progress, owing to the developmental inputs 
result in better resources, and when these are 
ploughed back leads to further development like a 
spiral. Comprehensive Socio-economic 
Development with overt benefits, itself acts as a 
natural communication tool: Thus, development 
strengthens communication fabric in many ways. 
The resulting learning progressively builds an 
enlighten community. Lopsided development such 
as in tertiary health care sends wrong signals, so 
also inaccurate information and_half-knowledge 
leading to fear complex (as in the case of HIV / 
AIDS and Rabies). Behavioural change should be 
positive and not based purely on perceived danger. 
Another type of communication is in the form of 
pressure (against national interest) from the 
international agencies. In this case the 
communication is economically weighted and the 
Health Administration behaves as if purchased, 
e.g., the Pulse Polio Programme and the Revised 
Anti-Tuberculosis Control Programme which are 
epidemiologically unsound and_ socially not 
feasible. True behaviour change is reflected in the 
developmental performance. This is best illustrated 
by the Human Development Radars as computed by 
the planning. Commission (Diagram I and II). 
There are hardly any urban-rural differences in 
Kerala, while the same are very high in Bihar. 
There is very marked difference between the urban 
and rural development 


10: Communication, Science and Spirituality: 
Modern ways of life and communication 
technology has produced comforts. Science and 
technology have, however, promoted materialism, 
and made life artificial and away from the nature. 
Ecological disturbance and imbalance is causing 
mental stress and psychological problems. 
Therefore, some people have started looking back 
to the traditional societies and spirituality. Green 
movement is taking roots in countries such as 
Germany, France, Italy, UK and USA. The aim is 
on voluntary simplicity and ‘downsizing’ of 
lifestyles. Our lesson should be to hold on to our 
simplicity. Science and technology should go hand- 
in-hand with spirituality. 
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11 : Ways out: Health Education is defined as a 
process of learning that is required to bring about a 
change in the behaviour and actions, i.e., way of 
life, of the people so that they can actively 
participate in the measures for promotion, 
maintenance or restoration of their health. In 
practice, our health system has kept this definition 
lyophilized. What lessons can we draw from the 
foregoing treatise which indicates some of the 
probable causes of failures and shortcomings? All 
the health scientists and managers have to take this 
exercise. It is imperative that the success stories of 
the voluntary organizations and voluntary reformers 
should be studied, understood and _ insights 
developed for application at properly selected 
locations and situation. 


If the objective of empowering people and 
making them self-reliant is for promoting and 
assisting social actions for health development, 
there is urgent need to learn more about social 
action. The process of social action consists of three 
phases, viz. Preparation, Intervention and 
Sustenance (figure II — a). The major factors on 
which social action depends include the following: 


r Nature and magnitude of situation or issue 
or the problem, place and time. 

ms Characteristics of the people, culture, 
socio-economic conditions, and other 
attributes. 

x Leadership types, qualities and effective- 
ness. 

4. Motivation, commitment, training and 
organization. 

a Strategy, policy, resource mobilization and 
management. 

6. Willingness to act, logistic supports, team- 
work, etc. 

iz Political system and situation. 

Preparation generally — starts ~— with 
recognition and definition of problem or issue that 
needs to be tackled. Other items include 
organization, resource mobilization, _ setting 


objectives and expected outcomes. Intervention is 
the main process formed by initiation or start, 
development of critical mass, streamlining, getting 
strength and momentum, mass movement, 
monitoring, etc. Sustenance is an important factor 
and consists of impact evaluation, correction and 
modification, manpower and resource development, 
logistics, linkage with other social systems, 
monitoring and _ institutionalization. The three 
phases of social action are elaborated below: 
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Preparatory Phase — It includes recognition and 
definition of problem or issue or a situation that 
need t be tackled. Situational analysis is important 
in this regard. This should lead to motivation and 
decision to react. Policy and Strategies are to be 
formulated. Objectives are to be set and expected 
outcome has to be agreed upon. Accordingly people 
are to be organized and trained, and resources are 
mobilized. Information, communication and 
training are the cardinal factors for mobilization 
and motivation of the people. Plan for action has to 
be prepared. 


Intervention Phase — Actions are initiated as 
prearranged. It may be a big assault with a bang, or 
gathers momentum and impetus till a critical mass 
develops. Streamlining and mid-term assessment 
and corrections may be necessary. Depending on 
objectives, the actions continue till sufficient 
strength is acquired. Mass movement may be 
desired. Continuous review and monitoring are 
necessary. | 


Effective leadership is one of the key 
factors. A vital element of human resource is the 
local community organizers. Without this element, 
the target population, our human resource cannot be 
activated to function. In industries, labour 
organizations have demonstrated what can be 
achieved by the organized sector of the society. If 
the people, the “have-nots”, could be so organized, 
social action can take place in favour of health 
and development. The task of health promotion and 
improving the quality of life will be much easy. 
The success stories of many individuals and NGOs 
can be attributed to cultivating & engaging local 
community organizers. Experiences of some 
leaders are published in the World Health Forum, 
volume nine, number two. These are very revealing 
and useful guides. It is essential to develop a 
programme for promoting leadership in health. 


Sustenance Phase — Impact evaluation is important. 
Corrections and modifications are to be 
accomplished. The objectives may change and new 
plans may be necessary. Long term human resource 
development, further development and mobilization 
of resources, logistics and linkages with other 
social systems or communities may be required. 
Social action may become a part of life, a tradition 
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or a cultural characteristic. Most critical input in 
this regard is availability of the community 
organizers who take initiative, organize people and 
ensure continued individual and social actions in 
favour of health development and human welfare. 


The process of social change may not, 
however, follow the above sequence, and the 
importance or priority that any of the constituents 
may vary from people to people, situations and time 
to time. It is also important to note the relationship 
between the extent and scope of social action vis-a- 
vis its impact and sustenance. If social action is 
restricted to a single behaviour, impact will be 
restricted. But if the social action is directed to 
multiple or groups of behavior, the effect is likely 
to be pronounced and lasting. The ultimate goal of 
any social action/actions should be to bring about a 
change in the lifestyle that is conductive to health — 
that promotes positive health behaviour. See figure 
Il —b. Evaluation of education and communication 
is not easy and there are many pitfalls. Short — term 
or immediate effects in terms of knowledge and 
attitudes are measurable. However, the question as 
to the ultimate impact of this on behaviour remains 
unanswered. Further, information and knowledge 
once gained, may be used at any time later during 
the life, and provided the memory is retrieved at 
appropriate time and situation. 


10. Summation: (1) Health education should be 
taken seriously as its defined. (2) Education is not 
just teaching and methods; it is learning. (3) 
Communication is a life process and effective 
learning related to situations. (4) Behaviour is 
determined by lesson learnt from experience, 
knowledge and communication. (5) Self-reliance in 
health demands focused and sustained activities on 
the improvement of health attitudes and behaviour 
in individual, groups, and community as a whole. 
(6) The interventions and programmes for sustained 
community involvement, participation and initiative 
should be broad based and comprehensive with an 
objective of human resource development. It is the 
substantial issue of empowerment of the people and 
organizing them. It cannot be fragmented or 
compartmentalized for single or narrow purposes. 
All these are the challenges which need to be taken 
up rather earnestly and squarely. 
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Figure I: Elements of Social Action 
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Figure II — a: Process of Social Action 
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Figure II — a: Process of Social Action 


Extent and Scope of Social Action vis-a-vis Impact and Sustenance 


Restricted to single behaviour Multiple Group of | Ad hoc and short lived Meaningful and long lasting 


behaviours Lifestyle/Comprehensive Integral part of culture and tradition. 


Deodhar, N.S., Changing Strategies and Challenges in Communication in Health, Chapter 2.3, Contemporary Public Health, Ed. 
Gupta, J.P., and Sood, A.K., Apothecaries Foundation, New Delhi, May 2005. 
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2 A Minimum Package for Strengthening Public Health System 


When the order is tall, commitment is 
limited and solutions are overwhelming, it is 
natural that one has to be very pragmatic and down- 
to-earth. Therefore, it is best to begin with a packet 
of minimum essential items and let the public 
health system geared itself for appropriate actions 
at various levels, achieve things, gain confidence 
and commit for community-based health 
development programme as an integral part of 
socio-economic development. A packet containing 
feasible moves suitable for India is as follows — 


1. Restructuring Organizational Set-up: Since 
independence, growth and development of the 
Health Ministries and Departments have taken 
place on ad hoc basis. In light of the vastly changed 
circumstances and the new national health policy, 
this out-dated set-up needs changes so as to ensure 
efficient management of health system. 


* Strengthening of Panchayat Raj System and 
the /nstitutions and to empower them in all possible 
ways so that they are able to take total responsi- 
bility for health and community development 
through primary health care approach; and make 
the local communities self-reliant in day-to-day 
health care including treatment of minor ailments 
and injuries. 

° Integrate Health Ministries and Departments 
at the Central and State levels, and establishes a 
single Ministry/Department of Public Health. 
Public health and medical issues should not be 
confused and mixed. Define new roles & functions; 
and appropriately restructure, reorganize, moder- 
nize and keep the set-up trim for efficiency. The 
main roles are (a) to empower and support PR/s and 
ensure effective health development through 
primary health care approach, and (b) to provide 
necessary secondary & tertiary health care services, 
especially to the poor and underprivileged. 

° Providing for appropriate and balanced 
health manpower development through establish- 
ment and net-working of educational and training 
institutions. It is essential to ensure sound founda- 
tion for services personnel at all levels. Apart from 
high academic standard, ability to perform, quality 
of services rendered, and concern with common 
and poor people should become indispensable. 


2. Establishment of New Cadre of Indian Health 
Service (HIS) on par with that of IAS: Major 
problems in the effective and satisfactory delivery 
of health care are lack of unblemished leadership 
and poor administration and management. A simple 


and quick way to ensure development of a strong 
and efficient public health system is to hand over 
the managerial responsibility and authority to a 
team of competent and knowledgeable persons with 
good track records. However with paucity of good 
managers and experts in public health, this is not 
possible. Clinical practice of medicine is too 
lucrative to attract medical talent for managerial 
posts for want of career development. Public health 
cadre needs to be strengthened by creating career 
structures, and establish policies to mandate 
competent background and relevant expertise for 
persons responsible for health of the population. 
Therefore, the need for HIS cadre is urgent and will 
go a long way in rejuvenating the public health 
system. 


3. Amending ways of Administration & Manage- 
ment: Quality leadership is essential for progress 
and development. Clinical specialists without 
formal degree in public health, and bureaucrats do 
not have real cognizance of public health problems. 
It is desirable that the Secretary, Director and other 
persons appointed as top, middle and district level 
health managers are duly qualified in public health 
and carry good record of performance & leadership. 
It is essential to shift emphasis from ‘medical care’ 
(secondary and tertiary health care) to ‘health care’ 
(basic public health service). Population problem 
can be solved and gains sustained if the basic 
exigencies of the poor for better living are satisfied. 


4. Adequate and Balanced Health Manpower 
Development: The main reason for the poor 
reputation and bad quality of governmental health 
services is poorly motivated, improperly trained 
and supervised staff. At the apex level, (a) it is 
desirable to strengthen judiciously selected scienti- 
fic and technical public health institutions such as 
the All India Institute of Hygiene & Public Health, 
Calcutta, by upgrading them to a level of Schools 
of Public Health, Centre for Diseases Control and 
Prevention, etc., in USA and developed countries in 
North America and Europe, and (b) establish a 
chain of Schools of Public Health with one school 
in each of the major States. Functioning of 
Universities of Health Sciences needs rationaliza- 
tion and its scope should be extended to encompass 
the entire health manpower development up to the 
grass-roots. Medical colleges have failed to 
produce a general practitioner, a backbone of 
general health service; and pay no attention to 
practice preventive medicine. Attempts to 
restructure medical education during the last three 


decades have failed. Medical Council of India is 
incapable to do this task. 


5. Build Health Systems Research (HSR) as an 
Integrated Component of Health Management 
and Administration: This is needed for effective 
application of available knowledge and technology 
for health development. In India, much of the 
available knowledge and technology has not been 
used for health development and to improve the 
quality of life. Thus, use of health systems research 
becomes imperative in this regard; it is like R&D of 
any successful industry. When incorporated as a 
component of regular health services administra- 
tion, HSR is much cheaper than laboratory or 
institution-based research. Poverty should be 
tackled in innovative ways for upliftment of the 
poor who should be enabled to pay for their all 
basic family-life needs, within about five years, 
covering all below the poverty-line. 


6. Initiate Massive Drive for IEC for Compre- 
hensive Health Development with an Objective 
of Making People, Especially the Have-nots, self- 
reliant in Health and Related Matters: No 
developmental programmes can ever succeed 
without active participation and initiative on the 
part of the people for whom it is meant. Adequate 
and proper information is the best tool and drive for 
encouraging social actions for improving the 
quality of life and health development. A lot has 
been said about community involvement and 
participation, nevertheless we have failed to truly 
meet the people. Time is ripe to change the strategy 
and opt for participating in the programmes 
initiated or proposed by the people directly or 
through PRIs. 


7. Strengthening Panchayat Raj Institutions by 
way of Total Decentralization of Primary Health 
Care (in phases) in a time-bound Process, Devo- 
lution of Powers and Authority: Community 
initiatives and social actions should be promoted by 
encouraging and organizing autonomous groups of 
people sharing common interests, e.g., Self-Help 
Groups, in improving their health status by trying 
out within their own resources. Such groups should 
have power to take major decisions for local 
activities and full control over local health 
functionaries. Empowerment of the people is vital 
in this regard. The focus has to be on organizing 
and activating © Gramsabhas and _— urban 
neighbourhoods. This is the only way by which the 
staggering regional and inter- and _intra-state 
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diversities and disparities could be effectively 
addressed. 


8. Develop and Strengthen General Health 
Services: Coordinate with Medical Department and 
Medical Colleges so that the practicing doctors who 
belong to various systems of medicine, both in 
private practice and in public service, treat and 
manage patients of all kinds so that the Public 
Health Programmes are no longer required to 
include treatment of disease as a part of disease 
control. In the developed world, general or basic 
health services are so strong and adequate that 
patients of communicable diseases such as 
tuberculosis, malaria, etc., are treated by all doctors 
and at all times. It is not pushed on to the public 
health. Special efforts are required to ensure that 
our [poorly developed general health services are 
substantially improved. Provision has to be made 
to ensure care of the real poor families. Ayurveda 
and Yoga aim at quality of life and longevity. It is 
essential that advantage of various systems of 
health care should be involved in development of 
the general health services system. 


9. Constitute a Team of Consultants & Advisors 
consisting of Renowned Public Health Experts, 
Epidemiologists and Executive Managers to (a) 
Advice Governments & Local Bodies on Health 
Policy, Programmes & Research, (b) Determine 
Priorities and Activities, (c) Review and Assess 
Public Health Service Programmes, (d) Promote 
Intersectoral Activities: It is high time to recog- 
nize that with astonishing and rapid growth of 
scientific knowledge and technology, no single 
expert or specialist can ever provide consultation or 
administer health department as an integral part of 
socio-economic development. Secondly, such 
expertise exists often outside the Government 
Services Personnel. It is desirable for the Govern- 
ments to gain from non-government expertise 
through high power consultation committees, 
members of which should be scrupulously selected 
(not those who would just rubber-stamp). 


10. Initiate Inter-sectoral Dialogue and 
Programmes for Promotion of Environmental 
Health, making Lifestyles Conducive to Health, 
Welfare of Women and Children, Care of the 
Disabled and Handicapped, Nutrition Security, 
Urban Health and Slum Improvement, Human 
Settlements and Housing, Industrial and 
Occupational Safety, Sports and Leisure-time 
Activities, Poverty Alleviation, Equity, etc.: It is 
essential to recognize that the root cause of illness 
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and pitiable quality of life is poverty. This list of 
areas of development is the most vital activity for 
promoting health development because this will 
adequately deal with the basic determinants of 
health, which we are neglecting today. This activity 
can best be done under the Prime Minister by 
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establishing a central authority like ‘Health 
Development Mission’ with similar set-up at the 
State/UT level under the Chief Minister. Health 
reforms should focus on primary health care, 
poverty alleviation, equity and social justice. 


eG ea Ge Be ce ey 


Note for Independent Commission on Health in India, Presentation to Union Health Minister, 10" January 


2004, New Delhi. 


Members of Independent Commission on 
Health presented the above agenda to Shri 
Shtrughan Sinha, Union Minister of Health and 
Family Welfare, Gol, in his chamber on Friday, 17" 
January 2003, when the Secretaries in the Ministry 
were also present. Below is the extract from the 
follow-up letter sent to the Union Health Minister 
by me on a specific plan of action: 


Proposals: 


1. ConsultativeCommittee: Basic reason for not 
attaining the targets set under National Health 
Policy, 1983, was failure to follow the primary 
health care approach and not realizing its 
implications. Currently, we have the new national 
health policy, 10" Five-Year-Plan has been 
approved by the NDC, and reports such as of the 
Independent Commission on Health in India are 
available. It is desirable to constitute high-power 
consultative committee of 8 to 10 non-official 
experts to draw a plan of action — say 10 to 15 point 
programme for successful implementation of the 
10" Plan taking into consideration the new health 
policy, unfinished agenda, the complex reasons 
leading to unsatisfactory performance during the 9" 
Plan, etc. In this endeavour, the Central 
Government has to play a role of a facilitator and 
supporter. It is necessary to be proactive and 
encourage the State Governments to take initiative 
and play active role in the delivery of health care 
services effectively. This has to be done through 
the Panchayati Raj Institutions by way of adequate 
decentralization, empowerment and _ technical 
support in the full spirit of the 73 and 74" 
amendments of the Constitution. 


2. Communicable Disease Control: Recently, 
Voluntary Health Association of India has 
published a comprehensive and _ self-contained 
monograph on this topic which includes far- 
reaching and integrated plan of action to deal with 
this long standing problem that concerns us most. 
This task can also be assigned to the propose 
Consultative Committee. 


3. Health Mission: The Mission is of placing 
people’s health in their own hands, strengthening 
public health system, and supporting the people and 
Panchayati Raj Institutions. The. dasic is 
challenging, but attainable if we are committed, 
sincere and willing to change and act effectively 
and efficiently. We shall have to work with the 
people, listen to them and learn from them. What is 
needed is formulation of a comprehensive 
management development plan. Independent 
Commission on Health in India offers its 
experience to the Government of India and the 
State Governments as to how to start, plan and 
implement. 


5. Some Strategies: (i) placing people’s health 
in their own hands, (ii) restructuring the 
organizational set-up at the Central and State levels, 
(ii1) training of public health specialists and 
managers, (iv) new cadre of national health service, 
(v) strengthening management system, (vi) health 
services research, (vii) thrust on information, 
education, and communication (IEC), (viii) 
environmental health, (ix) shift emphasis from 
‘medical cure’ to ‘health care’, (x) improve the lot 
of the poor, ‘have-nots; and women, and (xi) ensure 
competent leadership. 


Background Information 


Below are the data and information base on 
which these proposals have emerged: 


1. Setting Priorities: Priorities should be evidence- 
based with a focus on common people and based on 
scientific criteria. Universally accepted criteria are 
as follows: (a) extent of mortality and morbidity, 
(b) degree of adverse impact on economic and 
social consequences, (c) availability of efficacious, 
efficient, & feasible preventive & control measures. 
This procedure is not followed at present. The 
best illustration of the wrong is the case of 
HIV/AIDS where the priority is determined by the 
agenda of the funding agency, while none of the 
criteria mentioned above are satisfied. 


2. Health Care VS Medical Care: Most of the 
officials and others in the Health and other 
Ministries and Departments talk about health. 
Unfortunately, however, very little is being done 
for health promotion or disease prevention; most of 
the programmes are directed for medical care. 
Relief to the ill person is necessary, but nation 


Public Health System in India v/s those in Eur 


Primary Elements 


Safe water supply 


Poor 


Excreta-safe disposal Poor 
Control of vectors Very poor 
Solid waste disposal Very poor 


Healthy housing Some have, Many in slums Most families have it 
Sanitation and hygiene - 
Personal Poor Good 
Food Very poor Very good 
Public places Very poor Very good 
Pollution — 
Air Rampant In good control 
Water Universal Rare 
Soil Universal Rare 
Noise Very common Uncommon 
Nutrition Undernourishment Obesity is usual 
Basic education Low literacy High literacy 
Occupational safety Poor High 
Gainful employment High unemployment Employment usual 
Social security for poor Very limited, if any Adequately high 


Control of diseases — 
Communicable 
Non-communicable 
Residual problems 


Lessons: We in India cannot go by the priorities of 
the developed world. We shall have to improve 
environmental health. We shall have to launch 


‘operation public health’. We shall have to 
establish strong general health services. 


3. Foreign ‘grants’ and ‘soft loans’, and 
International Agenda: Some comments — 
e Lack of transparency surrounds such 


international funds and operations through so-called 
‘District Societies’, etc. 


® Determine priorities on the basis of agenda 
and objectives of the funding agencies. These are 
often in contradiction to the national priorities, 
strategies, etc. 


° Interested in a single health problem/disease, 
fully disregarding the need for comprehensive and 
integrated health development. 


Diseases are rampant 
Less, but on increase 
Entire agenda unfinished 
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cannot afford to neglect epidemiology and public 
health. We cannot blindly follow the West because 
they have already provided for all the basic health 
needs and the major health problem is sickness. 
This is not true of us. Our people are without basic 
health needs, as shown below, item-wise: 


ope and North America 
Developed Countries 
Assured to all 
Excellent 
Very good 
Very good 


Diseases are rare 
High burden 
Medical care for the ill 


® Push and insist on development of vertical 
programmes for disease control, an obvious contra- 
diction to the national health policy and resulting in 
further deterioration of already moribund public 
health system and general health services. 


e Associated structural reforms and economic 
adjustments have resulted in reduction of the capital 
expenditures such as staff salaries, etc. Thus, there 
are meager funds left for operations and services. 


Lessons: (a) We have to go by our own evidence- 
based priorities and strategies, and not those set by 
the foreign agencies. (b) “Health For All” through 
primary health care approach is still valid for India 
in the 21 Century. We shall have to focus on all 
nine elements of primary health care and place 
people’s health in their own hands. (c) We shall 
have to effect health development as an integral 
part of total socioeconomic development. _ Inter- 
sectoral cooperation is essential. (d) People and 
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Panchayati Raj Institutions should be empowered 
and strengthened adequately so that they are able to 
provide primary health care services to all, the basic 


target being the have-nots, disabled and the 
underprivileged. 


4. Need and Urgency to Change: In light of 
these realities, where should we go? Our emphasis 
on ‘medical care’ should be discarded in favour of 
‘health care’. We should provide basic health 
needs of the millions of common people and the 
poor, in preference to the modern sophisticated 
specialist and super-specialist care to the few who 
can avail these in private sector. Year 2000 has 
passed, but the unfinished agenda of the last 
Century has remained unfulfilled. We shall have to 
launch ‘operation public health’. 


* * x x * 


Informally, I used to tell that if I were to 
take action, I would: (a) Next Director General of 
Health Services, Ministry H&FW, Gol - Select the 
incumbent now and send him/her on deputation 
under special Fellowship abroad for training in 
epidemiology and public health management for a 
period of one year. On similar line, about 30 more 
Fellowships of one year duration are provided and 
each of the State/UT required taking action urgently 
for selection of Director of Public Health in 
advance and getting him/her trained in 
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epidemiology and public health 
management/administration abroad. This single 
step will help in ensuring necessary leadership and 
better performance. 


(b) Nominate a five member Consultative 
Committee of experts in epidemiology, public 
health administration, and management. The 
experts should be selected among non-officials on 
the basis of their achievements and contribution and 
not because of holding high position in the 
Government or otherwise. State Governments may 
be encouraged to do the same. 


(c) Initiate actions on establishment of 
National/Indian Health Service on pa with IAS. 
This new cadre will cover all the positions of the 
rank of District Health Officers and above. 


(d) Initiate actions for reorganization of the 
administrative set-up for improved efficiency at the 
Central level and activate States to shoulder their 
constitutional responsibility of providing public 
health services to their people. 


(e) Shift emphasis from ‘medical care. To ‘health 
care’. Start by improving the lot of the poor, have- 


nots and women. 
* * * * * 
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PART L 


Health Policy and Planning 
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hs Comments on the National Plan of Action on Children 
(2003-2915) 


These comments were in response to the 
request from Shri Alok Mukhopadhyay, Executive 
Director, Voluntary Health Association of India, 
New Delhi in May 2003. 


(1) Poliomyelitis cannot be eradicated by 2005 only 
through immunization, unless efficient 
epidemiological surveillance, investigations and 
corrective measures, and environmental health 
components are added. I am at lost as to know how 
the cases of poliomyelitis are made non-infectious! 
Please let me know the proposed method of 
attaining this feat. I can then comment. (+) 


(2) Infectious Hepatitis: Adding hepatitis vaccine to 
other vaccines in the national immunization 
programme is likely to result in further 
deterioration of regular immunization coverage. 
Pulse polio campaign has already brought about 
significant drop in the coverage. This effect will be 
aggravated. There is also unanswered question of 
cost-effectiveness of this addition. 


(3) Environmental Health: Targets set for this item 
have never been met in India and will never be met. 
There is no alternative to involve and empower 
people, Panchayati Raj Institutions; and 
decentralize, and assist them technologically and 
financially. Even today, water in Delhi is not safe. 
Less we talk the better. So long as we give highest 
priority to medical and hospital care, and neglect 
public health except during a big epidemic affecting 
economically better people, things will not 
improve. 


(4) Child mortality is targeted to be reduced by 
50%. What are the presumptions made while 
contemplating this? Without this information, 
validity of fixing target cannot be ascertained. 


(5) HIV/AIDS: Achieving zero level of growth of 
these is impossible, if by zero level of growth 
means incidence. We shall have to live with this 
infection for ever, i.e., as long as man remains 
polygamous. Only choice is at what level, and 
only way to keep, it at lowest level is to ensure that 
promiscuity is lowered to the minimum possible. 
Family institution should be strengthened and 
family life made happier by mutual 
accommodation, etc. | Measures such as condom 


promotion and high-risk approach will not give 
results. The target shall have to be entire 
community, comprehensive and _ culture-based. 
Epidemiologically this zero target is absurd. 


(6) ARIs control demand high degree of community 
participation, and management at the grass-roots. 
Unless the services are decentralized, PRIs are 
empowered, IEC becomes effective, this will only 
add to our list of failed programmes. 


(7) Malaria: All that is mentioned about malaria 
control is being said for last 50 years and malaria 
remains stand fast. Unless our public health system 
is strengthened, malaria, tuberculosis, STDs, etc., 
will continue to have upper hand over man. 
Malaria should get treated when a person goes to 
any doctor or quack. Most of the people do this for 
all illnesses. The only lasting solution is to 
strengthen general health services and these are 
almost non-existent in India. 


(8) Maternal Mortality: The targets set to reduce 
MMR are unattainable with morbid public health 
system that exists. The strategies suggested are 
bookish and not feasible. We have not been able to 
estimate MMR corrected even after half century of 
MCH services. Nothing will happen by just 
renaming the programme as RCH. Solution is as 
for malaria. 


(9) Nutrition can improve only on improving the 
purchasing power and making PDS to exclusively 
serve families below poverty line, meaningful and 


efficient. Nutrition cannot be improved by mere 
education and slogans. Equity and honesty are 
essential. 


(10) Institutional Deliveries are talked about. 
However, during the last 22 years, status and 
functioning of health infrastructure in the rural 
areas has deteriorated substantially. 


(11) Care of Disabled is highly demanding task. 
Disablement is due to several causes and requires 
specific preventive and rehabilitative interventions. 
Trained manpower, high cost and time duration are 
essential. Without information on action plan or 
programme, the list of intensions will lead no 
where. 


(12) Education of Children: My comment to this 
item is valid for the entire document. There is 
hardly anything new in this and there are only 
intensions. Most of the strategies are old and have 
failed to give us satisfactory results, not because 
they are wrong, but because of poor management 
and uniform approach. If we wish results, the first 
step is to decide what is to be desired. Next it is 
essential to do situation analysis of the current 
status and the possible local (at least at district 
level) reasons therefore, this will provide base-line 
data and information needed for area and 
community specific planning and programming. 
When action plan is locally prepared with 
involvement of the people, local leaders and 
experts, necessary resources should be made 
available taking care of the logistical and 
management issues. Above all, efficient manage- 
ment is vital to make the programmes cost-effective 
and satisfying to the people. Our ways and culture 
are different than this rational approach. Genera- 
ting paper tigers will serve no purpose by itself. 


(13) Literacy Rate: The above is also relevant for 
improving literacy rate. What are the strategies? (a) 
Enable women to actively assist and monitor educa- 
tional activities in villages, including the primary 
school, alternate education, Non-formal Education 
Centres and facilities for continuing education. (b) 
Provide women and adolescent girls with necessary 
support structure & informal learning environment 
to create opportunities. (c) Secure wide involve- 
ment of NGOs in National Literacy Mission. Fine, 
but how to ensure that this actually happens; all 
places and people are covered and sustained? 
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(14) Reduction in Gender Gaps in literacy by at 
least 50 % by 2007. This and such social issues 
will have no readymade solutions. Have we even 
tested —_ possible alternatives/interventions — in 
different locations and communities? This is area 
which demands systems research in social actions. 
Unless we are willing to take this scientific 
approach for solving difficult situations, we will 
have plans and status co. 


(15) In general, all proposed measures are directed 
for correction or relief, etc. Preventive and 
promotive measures are conspicuous by absence. It 
is not realized that what is claimed to be treated or 
corrected is the overt disease, but the multiple 
factors causing ailment are left undisturbed. It is all 
too easy to overlook the fact that the victim and 
his/her family and neighbours have lived and will 
continue to live with the roots of the problem. It is 
essential to deal with the primary determinants. 
When we talk about enforcing laws, and improving 
the implementation of policies and programmes, the 
tragedy is the fact that we neither enforce our laws 
nor we are in habit of implementing policy, plan or 
programme to a desired point. Very often we get 
lost in the means, forgetting the final aim. 


Talking about difficult situations, we have 
to have priorities set up first. When we are not able 
to deal with ordinary things for want of will, 
commitment and management, we have to be 
specially concerned and efficient in difficult 
situations. Generally we wail till crisis develops, 
than act on ad hoc basis, and forget about it until 
next crisis appears. 


Communication to Shri Alok Mukhopadhyay, Executive Director, Voluntary Health Association of India, 


New Delhi in May 2003. 


(+) Further comments on poliomyelitis are given under Part A, Communicable Diseases, 5 - Comments on 
the National Plan of Acton on Children, polio component (2003-2015). 
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ys On National Health Policy 


Health is vital to every person, especially 
when it is lost. Naturally, every culture and every 
society has some policy or way of looking after 
health. In every society, most of things happen and 
development takes place usually without any 
formal policy, plan or programme. In India, 
Ayurveda - the science of prolonging life - is a good 
indicator of health policy in ancient days. The 
emphasis was on health promotion and prevention 
of disease. The prescription included advocacy for 
regulating healthy life-style, diet, yoga, behaviour, 
etc. The concept of primary health care for all 
existed even then and it is beautifully expressed in a 
Sanskrit verse, “Sarve santu niramayaha” which 
literally means “let all be healthy”. As early as 
3000 BC, the Indus Valley civilization had 
developed environmental sanitation such as 
provision of underground drains, public baths, etc. 
Unfortunately, for unknown reasons, this great era 
was lost to a dark age. 


During the middle of the eighteenth century, 
the alien British government in India established 
medical services essentially for the benefit of the 
British nationals, the armed forces, and privileged 
civil servants. The Ayurveda, Unani and other 
local health care facilities were totally neglected. 
In due course, the upper classes in the urban areas 
got used to the hospital services. This resulted in a 
strong Western bias leading to the blind faith in 
sophisticated “modern medicine” for a few, rather 
than basic health care for all. This bias continues to 
pose a problem in formulation of the national health 
policy. 


Development of health is a holistic process 
related to the overall growth and development of 
social, cultural, economic, educational, political and 
environmental factors. Health also depends on 
many supportive services, such as water supply, 
sanitation, nutrition, public health and medical 
services, and human resources. Health policies are, 
directly and/or indirectly influenced by the policies 
concerned in these areas. For instance, 
development policies to eliminate poverty, 
inequality and social injustice are directly linked to 
the Health Policy, Population Policy, Education 
Policy and other Social Development Policies. 


Health services comprise of medical care and 
public health services, and are a function of the 
political system of a community. Political forces 
and ideologies play a major role in determining the 


health policies of the country through decisions on 
resource allocation, manpower policy, choice of 
technology and the degree to which health services 
are made available & accessible to the population. 
Health policies can also be used as a political lever 
to promote certain vested market interests. 


The maiden attempt for formulating health 
policy in India was made by the National Planning 
Committee of the Indian National Congress in the 
thirties. On the eve of Independence, the Health 
Survey and Development Committee, popularly 
known as the Bhore Committee, had prepared its 
classic report which provided an almost 
revolutionary alternative and furnished a blueprint 
for a new approach to the health services in India. 
The Health Policy of Independent India, as 
perceived by the First Health Minister’s Conference 
in 1948, was based on the recommendations of the 
Bhore Committee. 


Historical factors have influenced health 
policies in India to a great extent, Colonial policies 
which were followed in India even after 
Independence, served the interests of the elite and 
urbanized classes, resulting in the increased 
commercialization of medical establishments and 
the rapid expansion of the drug industry, besides 
greater specialization and super-specialization in 
curative medicine. Public health practice was 
ignored and this resulted in the virtual 
disappearance of public health specialists. 


The Constitution of India, adopted in January 
1950, visualizes the creation of a new social order 
based on equality, freedom, justice and the dignity 
of the individual and, to that end, need to eliminate 
poverty, ignorance and ill-health. In the federal 
system of India, provision of health is the 
responsibility of the State governments. 


Planning Commission was set up in 1950 for 
socio-economic development. Implementation of 
health programme was initiated in the successive 
five-year-plans. Integrated curative and preventive 
health care services were to be provided through 
the primary health centre complexes formed one of 
the components of comprehensive Community 
Development Programme in rural India. 

Curative and preventive services were 
integrated. Prevention and control of epidemic 
diseases such as smallpox, cholera and malaria 
were given high priority. Extensive health services 
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infrastructure was created in the rural areas. India 
was the first country in the world to adopt family 
planning as a national programme in’ 1952. 
Achievements and failures were periodically 
evaluated and reviewed by subsequent committees. 
With the advent of planning, the quality of health 
care as recommended by the Bhore Committee was 
modified by the Planning Commission. New 
programmes were introduced and/or the old 
programmes were changed or modified. Notable 
changes were expanding family planning program- 
me to family welfare programme, introduction of 
the Multipurpose Health Workers’ & Community 
Health Workers’ Schemes, and converting MCH 
(maternal and child health) programme into the 
reproductive and child health programme. 


However, there was no formal policy 
statement at all on even the significant dimensions 
of the health policy, both at the central and State 
levels. One has to infer them indirectly through 
other evidence. Then came the famous Alma Ata 
Declaration of September 1978 and followed by the 
Asian Health Charter. India is a signatory to these 
documents. As a consequence of this and the 
recommendations of the ICMR-ICSSR Joint Panel 
on Health For All, An Alternative, the government 
decided to have a formal Health Policy. the 
National Health Policy Statement of 1983 was 
passed by the Parliament. 


The 1983 National Health Policy positively 
reflected the Nation’s commitment to provide 
Health For All by the year 2000 through primary 
health care approach. It stressed the need to link 
health services with other health related activities 
such as nutrition, environmental sanitation 
including supply of safe drinking water, community 
participation, education, social welfare, etc. Other 
important features of the health policy statement 
included : decentralization, empowerment of the 
people for self-reliance in health, intersectoral 
coordination, involvement of. voluntary health 
organizations and private sector, comprehensive 
health services, health manpower development, etc. 
Vertical disease control programmes were to be 
merged into the general health services. Urban 
health was given greater priority. Unfortunately, 
except for the death rate, various targets set to be 
achieved by 2000 AD, will not be met. The goals 
have not been fulfilled. 


Since 1983, health scenario in the country has 
changed significantly. While the broad counters of 
the 1983 policy still hold good, with the passage of 
time, new concerns have emerged requiring more 
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focused attention. Socio-economic conditions have 
improved significantly. People are enlightened 
better and their expectations have increased. Cities 
and industries are growing fast. Environment is 
getting degraded. Growth of population is yet to be 
checked satisfactorily. Communicable diseases are 
yet to be controlled satisfactorily. With the 
increase in expectation of life and changes in the 
lifestyle, there is increase in the incidence of non- 
communicable diseases such as cardio-vascular 
ailments, cancer and diabetes. Thus, there is double 
burden of diseases, both of poverty and affluence. 
Interstate variations and disparities are high and is 
our major concern. Many critics felt that the action 
taken was not adequate to meeting the basic goal of 
HFA, and were not relevant to the actual needs and 
priorities of the community. They pressed for 
revision of the health policy. 


In view of all this, National Health Policy is 
under review. A draft Health Policy 1999 has been 
prepared by the Ministry of Health and Family 
welfare. This is being examined and debated. The 
process of finalizing of the policy statement has 
entered in its final stage. 


What is on the anvil? Health Policy is the 
expression of what a health care system should be, 
so that it can meet the health care needs of the 
people. Primary health care is reemphasized. Major 
revamping of the health delivery system is 
necessary. Public health system has to be 
renovated and strengthened substantially. People’s 
health has to be placed in their own hands. The 
73rd and 74th Constitutional Amendment Acts of 
1992, have provided significant opportunities and 
framework for the active involvement of the people 
through local self-governments, i.e., Panchayati Raj 
and Nagar Palikas in all development programmes 
including those for Public Health and Sanitation. 
Process of democratic decentralization and 
devolution of authority with resources has to be 
accelerated. With the transfer of information and 
skill, people and their representatives are to be 
empowered to take over the new responsibilities of 
local governance. Notwithstanding all this, in the 
long run, it will be the lifestyle of the people that 
will play a major role in health development and 
improving the quality of life. Last but not the least, 
adverse impact of economic liberalization, 
privatization and gross distortion of priorities in 
health development and disease control, caused 
owing to the external funding, are the other issues 
to be resolved. It is also long time that the State 
Governments should formulate their own specific 
health policy. 
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National Population Policy 2000 has been 
adopted by the Government of India. Immediate 
objective is to address the unmet needs for 
contraception, health care infrastructure, and health 
personnel, and to provide integrated service 
delivery to basic reproductive and child health care. 
The medium-term objective is to bring the Total 
Fertility Rate to replacement levels by 2010, 
through vigorous implementation of the inter- 
sectoral operational strategies. The long-term 
objective is to achieve a stable population by 2045, 
at a level consistent with the requirements of 
sustainable economic growth, social development, 
and environmental protection. Strategies include 
decentralized planning and programme 
implementation, convergence of service delivery at 
village level, empowering women for improved 
health and nutrition, diverse health care providers, 
collaboration with NGOs and private sector, and 
IEC (Information, Education and Communication) 
drive to keep people informed and respond 
properly. The new policy gives equal emphasis to 
contraceptives and broader measures to reduce 
fertility. National Commission on Population has 
been constituted to overview, monitor and direct 
effective implementation of the National Population 
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Policy. The first meeting of the Commission is 
scheduled on this Saturday, 22° July 2000. This 
new policy is complimentary to health policy. 


This is in brief about our health policy in India. 
Policy is only a first step for planning and 
programming. Issue is what next ? One often 
forgets that policy is like a recipe for preparing 
foodstuffs. It is a wholesome package of 
interrelated and interdependent components. It has 
to be, therefore, implemented as a whole and not in 
a fragmented manner. Otherwise, very objectives 
of planning may not be served. One of the past 
failures was not pursuing the stated policy 
scrupulously. There are always vested interests, 
e.g., commercial and political. However, health 
policy should be essentially people orientated. It is 
necessary for the people, pressure groups, activists, 
press and media to be vigilant, and ensure that once 
accepted, the policy is adhered to and followed 
faithfully. 


I thank you for patient hearing and welcome 
questions and clarification. 


* * * * * 


Talk at School of Health Sciences, University of Pune, 17-7-2000, 8=30 am 
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5 Consultation, Planning Commission, New Delhi 


Chairman Sir & distinguished fellow  partici- 
pants in this consultation. At the outset I express 
my gratitude for the opportunity given to me to 
share my thoughts and feelings with you all. I will 
be brief and deliberate on the social sector aspects 
of the consultancy note circulated to us. 


1. To achieve a GDP growth rate of 9 per cent 
during the 10th Plan period, will be a big challenge 
in view of performance of about 6.2 per cent during 
the 9th Plan so far. 


2. As outlined in the consultation note, the items 
under the social sectors to consider include: (a) 
measures to improve cost-benefits and  cost- 
effectiveness of the current expenditures, (b) 
blocking leakages and removing weaknesses in 
delivery system, (c) ensuring essential operation 
and maintenance costs, (d) enhancing / introducing 
user charges, and (e) lowering the rate of 
population growth. This note endeavors to cover 
these points. 


3. The basic determinants of productivity are: (a) 
Efficacious and feasible projects and programmes 
which are relevant vis-a-vis developmental aims 
and objectives. (b) Availability of the required 
materials of necessary quality and quantity, backed- 
up with good logistic support. (c) Manpower in 
required number, training and qualification, 
technical efficiency and managerial skill. and (d) 
Adequate and timely finance. In the task of 
enhancing the GDP growth rate, these basic 
determinants need due attention. 


4. Effective and_ efficient utilization of the 
available funds: This can be best achieved by 
ensuring cost-benefits and cost-effectiveness of the 
current items of expenditures: It is essential to 
review quickly all the health sector expenditures on 


infrastructure, services, programmes, projects, 
research, etc., and examine their relevance, 
effectiveness, benefits and impact. This will 


provide valuable information which will help to 
weed out ineffective and inappropriate 
programmes, and design measures to improve 
impact and effectiveness. Hard and unpleasant 
decisions will be imperative, if we mean real 
business. We have not met any of the goals which 
were set for Health For All by 2000, except that for 
the death rate. Regional imbalances in health care 
delivery and impact are enormous. Over- 
bureaucratization, poor management, and weak 
technical leadership are the major reasons of poor 


performance of the health sector. Weaknesses 
include poor supportive supervision and logistic 
support, ineffective monitoring, and lack of quality 
assurance. At this first meeting I will not go into 
details. Perhaps, the health sector functioning 
needs a separate deliberation. 


5. Full_utilization of the Plan Allocation: A 
common complaint is that budgetary provisions are 
inadequate. However, in practice, available funds 
are not used fully or judiciously. In the past, as 
much as 1/3 of the plan outlays remained unused in 
the social sector. It is essential to seek for the 
reasons for non-utilization of funds and institute 
corrective measures. Monitoring of the 
programmes is not effective. It fails to ensure the 
required quantity so as to meet the targets, quality 
of performance needed for desired impact, cost- 
benefit, and cost-effectiveness. Social action 1s 
essential for development and productivity in all 
social sector schemes. Therefore, it is imperative to 
take steps to promote social action, to encourage 
local leadership and to ensure active participation 
of the community. 


6. Strengthening Public Health System: With 
rapid expansion of health infrastructure and 


overemphasis on contraceptive measures in the 
Family Welfare Programme, public health system 
in India has become moribund and _ ineffective. 
Because of poor management and leadership, there 
exist preventable leakages. Emphasis on any of the 
priority programmes adversely affects the 
performance of all other programmes. Thus, family 
planning weakened the entire public health services 
including maternal and child health programme. 
Pulse polio drive has resulted in lowering the 
coverage of the universal immunization 
programme. Development of a strong public health 
system is essential for developing healthy 
manpower — the best resource for socio-economic 
development. This issue was deliberated in the 
WHO Regional Conference on Public Health in 
South-East Asia in the 21st Century, held in 
Calcutta in November 1999. “Calcutta Declaration 
on Public Health” provides necessary strategies and 
directions for enhancing health development. As a 
follow-up action, some of the major Health 
Associations in India have passed “Agra 
Resolution” which recommends actions needed on 
the part of the Central and State Governments. Use 
of the Report of the Independent Commission on 
Health in India will be invaluable in this regard. 
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Flexibility is important in light of the diverse 
situations and regional imbalances in the country. 
Because of these explicit guidelines, there is no 
need to elaborate. 


7. Setting priorities: Unless the priorities are 
distinct and unequivocal, essential Operation and 
Maintenance costs cannot be ensured. The well 
known criteria for setting priories in health services 
are: (a) Extent of mortality and morbidity of the 
disease or ailment, (b) Extent of economic or social 
loss, and (c) Feasibility and efficacy of the 
corrective and preventive measures against the 
disease or ailment in question. Enormous funds are 
being spent on HIV and AIDS when our real 
problems such as tuberculosis, high child mortality, 
etc., starve for funds. When crores are spent to buy 
sophisticated equipment, the instruments remain 
out-of-order for want of preventive maintenance or 
just a fuse for replacement. In light of this, it is 
essential to review quickly all the health sector 
infrastructure, services, programmes and projects, 
education and training, research, etc., and critically 
examine them for setting priorities. 


8. Increasing revenue income: “Free for all” 
policy is not rational. In India ambulatory and 


hospital services provided by the Government are 
free. Since most of the people who avail the 
governmental medical care are able to pay 
reasonable fees, expenditures on free drugs, 
surgery, hospital bed, diet to the patients, etc., 
amounts to major leakages or 100 per cent subsidy. 
It is only the matter of pragmatic and down-to-earth 
policy to introduce user charges for all curative 
services, except for the families below poverty-line 
or those holding red ration card. Some hospitals do 
charge fees for diagnostic and laboratory services, 
but the rates are ridiculously low as compared with 
the charges in private hospitals. There is 
considerable scope to enhance the current fee 
structure. Under the national programmes there is a 
lot of wasteful expenditure. Some vivid examples 
include CGHS insurance scheme, free immuni- 
zation to ali children irrespective of financial 
status of the parents, etc. Such programmes should 
be examined for privatization, retaining the current 
facilities only for the families below poverty-line. 


327 


This proposition is true and applicable for treatment 
of communicable diseases such as tuberculosis, 
malaria, cholera; contraceptive services, etc. 


9, Reducing unproductive revenue expenditure: 


This is another area where hard decisions should be 
mandatory. National attempts to introduce zero 
budget system have failed. Over-staffing is the 
bane and plague affecting Governments. While 
Governments approved the enhanced pay scales as 
recommended by the last Pay Commission, its vital 
recommendation to drastically curtail the staff was 
rejected. Most of the medical colleges are deficient 
in teaching staff, yet the Medical Council insists on 
full-time faculty. In the past, distinguished private 
medical consultants were appointed as honorary 
teachers and did excellent job. However, with 
appointment of the unsuitable and undeserving 
persons, under political pressure, as honorary 
teachers, the honorary system went into disrepute. 
The solution is to improve management and the 
control of non-operative expenditures. 


10. Lowering rate of population growth: Despite 
huge infrastructure & expenditure over couple of 


decades, performance of National Family Welfare 
Programme is not satisfactory. The National 
Commission on Population and the Population 
Policy are still on the old bitten-track. Only 
significant change is to concentrate on BIMARU 
States & Orissa. I have suggested an alternative 
strategy in my paper “Population Growth — 
Fertility, Health and Poverty”. I urge this 
Consultation and NCP to deliberate on this. 


11. In conclusion, without hard and bold decisions, 
the goal of raising the GDP growth rate to 9 per 
cent is not feasible. In health sector, simple way to 
boost productivity and tackle other problems, is to 
restructure its organizational set-up & hand over 
managerial responsibility and full authority to a 
team of competent and knowledgeable experts with 
good track record. The Directors and others 
appointed as top level managers should be qualified 
in public health and carry a good record of 
performance and leadership. This is the key, but 
are we willing to use it? 


AE ee LE RE ae 68's ee areee se ee es ae Ss 
Note for Consultation Meeting, Planning Commission, held on 1-2-2001, New Delhi 
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4. Suggestions, Steering Committee, 10'" Five-Year-Plan 


These suggestions are significant, although at 
times they defer from the Reports of the Working 
Group Report. The 9th Five-Year-Plan contained 
several important interventions and programmes. 
The problem was of non-performance and even of 
non-acceptance by Central & State Governments. 
Desired impact will never be possible with apathy 
and half-hearted activities. It is essential that plan 
funds should be conditional, either on performance 
and/or fulfilling the stipulated prerequisites. To 
illustrate, funds should not be provided for 
epidemiology unless State appoints a qualified 
Epidemiologist as Joint Director; or no funds for 
ANM unless corresponding post of Male Health 
Worker is in position. We may wait for approval of 
new policy before we link this to the 10" Plan. 


1. Draft National Health Policy is full of 
problems and needs drastic revision. In absence of 
the rationale, validity and feasibility of the set 
targets cannot be examined. ICHI has already 
given its suggestions for redrafting the National 
Health Policy. Public health specialists cannot be 
trained by reserving 25 % of the post-graduate seats 
in the medical colleges. Medical college is not a 
place to train these specialists. PSM is NOT public 
health. Need is to strengthen AIH&PH, Kolkata 
and establish 4 to 6 new Schools of Public Health. 
The problem will be of providing competent 
faculty. Special Fellowship programme to train 
them abroad is a prerequisite. 

2. To provide for General Practitioners or Family 
Physicians, and also derive the benefits of different 
systems of medicine, graduate course leading to 
Masters in Family Medicine should be started to 
provide primary medical and health care to the 
people. 

3. It is essential to make health services/systems 
research as an integral part of health services 
management. The problem is not the lack of 
knowledge and technology, but failure to 
application. At least 50 per cent of research funds 
should be reserved for this purpose and placed at 
the disposal of the Health Directorates and PRIs 
directly. 

4. Disease surveillance will never be successful in 
isolation. The entire epidemiological services 
should be adequately strengthened. Secondly, it 
will also be meaningless, unless the public health 
system is strong enough to take corrective measures 
in time, and is in a state of preparedness. The 
system should start from the grassroots where the 
events begin, recognized and prevented and 
controlled. 


5. Ayurveda should not be equated to herbal 
medicine. It is science of prolongation of life. 
Yoga and positive aspects are the need of the day 
and not medicines. All systems of medicine have 
their own strengths & weak-nesses. The systems 
may be complementary. We should develop single 
window approach and Masters on Family Medicine 
will serve the purpose, 

6. I would prefer to go through the final plan at 
draft stage. This will make it possible to have a 
look at it as a whole and integrate it rather than 
have fractional consideration. 


Comments on Reports of the Working Groups - 


A. Report of Working Group on Communicable 
Diseases: 


1. Recommendation to be accepted: “To review 
and revise the draft Model Public Health Act 
(1955) which was updated and circulated in 1987.” 
No State has even responded. The work of review 
and revision of this important Act should be 
expeditiously initiated. Once the Act is passed by 
Parliament, ratification of the Act should be made 
mandatory to the State Governments as a 
prerequisite to qualify for the allocation of funding 
for health under the 10" Five-Year-Plan. 

2. Disease burden as quantified by DALY by 
cause for the year 1999, should be accepted as a 
major criterion for prioritization. Relevant data in 
the report are: (a) About 41 per cent of total disease 
burden is due to the communicable diseases alone. 
and (b) Major contributors to the DALY are: (i) 
Respiratory infections, other than tuberculosis — 
7.9. (ii) Tuberculosis — 6.9. (iii) Diarrhoeas — 6.7. 
and (iv) Malaria — 2.4. This adds to 23.9, i.e., little 
over 50 per cent of the total burden of 
communicable diseases. 


3. In view of this analysis, at least 75 per cent of 
the financial allocation for communicable diseases 
should be earmarked exclusively for the control and 
prevention of these four very high priority diseases, 
viz. acute . respiratory infections, Tuberculosis, 
Diarrhoeas and Malaria. Monograph on the Control 
of Communicable Diseases, has been circulated by 
the Independent Commission on Health in India. 
This should be considered as a major strategy 
document for planning programmes for the control 
and prevention of communicable diseases. Existing 
programmes should be reviewed & modified 
appropriately. Programmes should be compre- 
hensive, integrated and decentralized. Of the 
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balance of 25 per cent of the funds allocated, at 
least half of the amount should be provided for 
formal post-graduate education in epidemiology 
and establishment of efficient epidemiological 
services starting from the PHC to district level. 

4. Asa policy for the 10" Plan, the Central share 
for the control of communicable diseases should be 
50 per cent only and the rest should be matched by 
the State Government. This is essential to ensure 
feeling of ownership and encouraging initiative to 
meet the local requirements. Further, the States will 
be eligible for Central grant only on conditions: (a) 
ratification and endorsement of the Model Public 
Health Act as and when passed by the Parliament, 
(b) following the strategies provided by the ICHI’s 
Monograph on the Control of Communicable 
Diseases, (c) dismantling the vertical programmes 
for the control of diseases and adopting integrated 
approach, and (d) appointment of a formally 
qualified and experienced officer as State 
Epidemiologist with necessary supports. 

5. A special grant to the extent of 20 per cent may 
be considered as incentive for the States for their 
excellence in the impact of control programme. 
Preset criteria should be established for this 
purpose. Similarly, special funds should be 
provided for poorly performing bottom States, for 
the purpose of improving management of preven- 
tive interventions, full utilization of the available 
funds, and obtaining desired impact. In case of 
failure to perform the grant should be recovered. 

6. The current fashion of routing the central 
/foreign funds through the so-called State and 
District Societies (7NGOs), should be discontinued. 
Creating another layer (barrier) is not a solution to 
improve functioning of the Finance Departments 
and Ministries. In stead, the fund should go 
directly the level it is meant for, e.g., to the State 
Health Department, Zilla Parishad, Panchayat 
Samiti, Panchayat and Gram Sabha. A _ good 
financial consultant can provide suitable system, if 
there is will of Government. 

7. Basic cause of communicable disease is 
poverty. No epidemiological risk factor is as strong 
as poverty. It is determinant of why you die, when 
you die and where you die. In light of this, the 10" 
Plan strategies and provisions for all the 
developmental sectors Ministries and Departments, 
should address this very primary concern that the 
nation faces. Such improvements will surely have 
trans-sectoral benefits and impact. 

8. Responsibility of the primary health care 
delivery has been transferred to the PRIs under the 
Constitutional amendments. This should be given 
immediate effect, especially at the grass root level 
of villages, without any reservations. Empower- 


329 


ment, capacity building, technical support, referral 
services, etc., required for this purpose should be 
provided by the State Health Directorates and other 
concerned Departments. There should be no 
administrative interference by the State and Central 
Governments in day to day management issues. 
For the control of diseases, the State should help 
and ensure that (a) Information and data are 
regularly collected and recorded on daily basis. 
Such information and data should be regularly 
compiled and used in day-to-day work by the health 
personnel, Gram Sabha and PRIs. and (b) In this 
way, the roots of disease control and surveillance 
system will be generated and grow. Regular 
compilation and critical analysis of these grass root 
data at district health set-up, will provide necessary 
epidemiological data for the State. District level 
should be geared for early recognition & confirma- 
tion of epidemic outbreaks, and instituting promptly 
appropriate containment measures. Briefly, Pancha- 
yati Raj should be the prime actor for control of 
communicable diseases. The Governments should 
play only the supportive role. 

9. The State and Central organizational set-up for 
health has become out-dated and inefficient. It 
should be downsized and under-layered. Vertical 
structure for disease control should be dismantled. 
10. Planning for the disease control should be from 
bottom-up. Originating from the Gram Sabha & 
Panchayat, developmental proposals should be 
compiled, integrated and coordinated upward into a 
District Plan/ Programme by the Zilla Parishads. 
States should evolve the State Plan/Programme 
strictly on the basis of incorporating the district 
needs, adding the State requirements. This is the 
only way of making the plan/programmes need- 
based, ensuring feeling of ownership, responsibility 
and community initiatives and active participation. 
11. The 10" Plan should provide for remodeling 
and substantial strengthening of AIIH&PH, 
Kolkota. Similarly, NIHFW should be remodeled 
into a school or Institute of Public Health. Further, 
provision should be made for establishment of four 
more national Institutes of Public Health, 
appropriately located. This being highly technical 
and skilled task, it is essential to provide for 
nomination of an high power Commission of two to 
three experts in public health administration, 
education and practice, for this arduous job. 


B. Report of Working Group on Environmental 
and Occupational Health : 


1. Report asserts that deteriorating environmental 
conditions contribute to poor health and poor 
quality of life, and hinder sustainable development. 
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2. Primary reasons of environmental degradation 
are: (a) population and poverty and (b) urbanization 
and industrialization. Thus, these are the basic 
issues that the 10" Plan should address. 

3. The main hazards posed are: (a) lack of safe 
water supply and sanitation, (b) poor housing and 
shelter, (c) unsafe food and (d) high prevalence of 
disease vectors. 

4. The results of these hazards are: (a) high 
incidence of communicable diseases (b) air and 
water pollution, (c) hazardous wastes, (d) unsafe 
use of chemicals and pesticides, (e) work place 
hazards and (f) traffic accidents. 

5. The report quantifies the morbidity and 
mortality arising out of the environmental and 
occupational hazards. (a) The cause-specific 
DALYs for children under five years are — 
Diarrhoea - 85, ARI - 80 and chronic lung diseases 
- 5.9. (b) Seriousness of occupational hazards is 
reflected in India’s heavy contribution to 
occupation related illnesses. The WHO estimates 
are given in Table 1. 

6. The following recommendations should be 
provided for in the 10" plan : 
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© Creation of Environmental and Occupational 
Health Division in the reorganized set-up of the 
Ministry of Public Health. 


e Establishment of a chain of five National 
Institutes of Environmental Health. These may be 
either integrated into or clubbed with the National 
Institutes of Public Health to be similarly 
established in different parts of the country. 
Functions such as research, man-power 
development, monitoring —_ impacts of the 
intervention programmes, etc., should be assigned 
to these Institutions which may open units in the 
States or cities. 


e Advocacy role of Health Departments and 
responsibilities of other Departments and Ministries 
for sustainable health development should be 
clearly spelt out in the Plan. The Ministries 
mentioned in the Report include: Environment and 
Forest, Urban Development, Rural Development, 
Labour, Information and Broadcasting, and Law 
and Justice. 


Table 1: Occupational Morbidity and Mortality -- India and World Comparison 


Item 


| 
| 


| Occupational Diseases 
Cases 
Deaths 


- Occupational Injuries 
Non-fatal | 
Fatal | 


C. Report of the working Group on Health 
Systems and Biomedical Research : 


1. This report basically conforms to the medical 
care rather than health care delivery issues. Unlike 
that of the report of the Working Group on 
Communicable Diseases, this report is based on the 
global data from Harvard School of Public Health, 
USA, on the future trends of disease burden. Data 
on page 20 of the report are misleading and not 
reliable. HIV morbidity (?) is stated as 8.4 million 
which is significantly higher than the estimates of 
NACO. As such these data are not relevant and 
cannot be considered as data-base for the 10" Plan. 

2. Recommendations of the Working Group are 
based on the National Health Research Policy 


_ Percentage Share of the World’s Totals 


India - Rest of World 
32 | 68 
18 | 82 
37 | 63 
32 | 68 
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which was formulated by the ICMR. However, the 
Plan should address the issues and mandates 
incorporated in the National Health Policy in 
vogue. Top priority to biomedical research and 
only lip service to the health systems research 
cannot be accepted. Health systems research is 
meant for ensuring application of available 
knowledge and technology for welfare, and health 
promotion and development. Further, it helps to 
improve performance of various services to the 
people. Sadly, this type of research has been 
neglected in the past. National essential agenda for 
research has to be health systems/services research 
which should form an integrated component of 
health services management and administration. 
While talking about health systems research in the 
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early part of the report, the proposed budget 
allocations make no provision at all for health 
Systems research component. In consideration of 
this, 80 per cent of the funds allocated for research 
should be used exclusively for health systems 
research, and 20 per cent to be used for biomedical 
research. In this matter, it should be noted that for 
purposes of biomedical research, in the government 
system, we have two separate Departments of 
Biotechnology and of Science and Technology. 
Both these cover the bio-medical research. 

3. The report recommends setting up new 
mechanisms in the form of National Health 
Research Management Forum, new Depart-ment of 
Medical Research and Education in Health 
Ministry, Central and States. This is not tenable 
when the mandate of the National Health and 
General Policy is for down-sizing and under- 
layering of the system. We cannot add more ‘Tops’ 
and enhance the existing ineffectiveness. Need is to 
down-size organizations such as ICMR. There is 
no justification, except empire building, for 
additional 2,981 new posts in ICMR which is over- 
staffed. It should be scaled down by reallocating 
existing staff and establishing independent State 
Health Research Councils, a task which ICMR has 
not undertaken despite the recommendation of its 
Review Committee. 

4. The major function of ICMR is to promote 
research rather than doing it. Within about 20 per 
cent of the Plan funds for research, the following 
returns should be expected: 


e To provide data-base for national health policy 
formulation and updating. 

e To test new alternatives and innovative ideas 
which are successfully demonstrated by various 
voluntary organizations, and validate them for 
wider application and cost-benefits and cost- 
effectiveness. 

e Strengthen health research manpower and 
management. 

¢ Develop and strengthen operations research 
methodology. 

e Basic biomedical research should be mission 
oriented and provide support and further the cause 
of the health systems research. This should be done 
jointly and in collaboration with the DBT and DST. 


D. Report of the working Group on Non- 
communicable Diseases : 


Rehabilitation & prevention of disabilities: In 


public health practice, this aspect of is called as 
fifth and the last level of prevention. This is 
necessarily an  inter-sectoral activity, health 
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ministry playing only a limited role. Ministries of 
Social Welfare, Labour, Social Justice & Empower- 
ment shall have to play their respective roles in the 
task of prevention of disabilities and rehabilitation 
by incorporating appropriate programmes and 
provisions under their sector plans. Health Division 
of Planning Commission should co-ordinate and 
inter-link programmes & ensure their comprehen- 
Siveness, synergism and effectiveness. The report 
provides a list on page 17. Instead of dealing these 
items in isolation, they should be incorporated as an 
integral component of the major programme, e.g., 
Leprosy Elimination Programme and Universal 
Immunization are covered under the control of 
communicable diseases; MCH goes under RCH 
Programme; Medical Rehabilitation as a component 
of medical care. Blindness control and Mental 
Health are covered under separate programmes. 
Action for Iodine Deficiency is a matter of inter- 
sectoral co-ordination. This item cannot be taken in 
isolation, and dropped as such. 


National Programmes for the Control of Cancer, 


Cardio-vascular Diseases, Stroke, and Diabetes 
should be clubbed together as lifestyle diseases. 
Experience of the countries in Europe documents 
that heavy inputs of treating these diseases by 
expanding tertiary care services and secondary 
prevention through high-risk approach of dealing 
with factors such as high blood pressure, obesity 
and overweight, discouraging use of tobacco, etc., 
has resulted only in the reduction of mortality due 
to these diseases, but produced no effect on their 
occurrence or incidence. Emphasis is now given to 
comprehensive community-based primary preven- 
tive measures through inter-sectoral programmes 
influencing lifestyles. Taking lessons from. this 
experience, the curative services for these diseases 
should be incorporated under secondary & tertiary 
medical services. The question of distribution of 
funds to be allocated for the primary, secondary and 
tertiary health care, has been considered in the 
revised draft National Health Policy. These 
proportions should be strictly adhered to. 


Prevention of this group of lifestyle diseases 
is tough and long drawn endeavour. As mentioned 
earlier, attending the persons having one or more 
high-risk factors will not help, but it will be 
essential to launch community-based national 
preventive intervention programme. This calls for 
properly tested interventions, IEC techniques for 
behavioural change & well designed programmes. 
Five per cent of the total funds apportioned for the 
control of non-communicable diseases should be 
earmarked to initiate these activities. 
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Trauma and Accident Programme : The group 
proposes establishment of seven trauma centres in 
the country at the estimated cost of Rs. 105 crore. 
Purpose is to prevent deaths and disabilities due to 
accidents. Seven centres in a vast country, how-so- 
ever excellent and efficient they may be, can deal 
with only a fraction of persons who will need such 
a care. Cost-effectiveness of such centres will be 
very limited. We have over 350 district hospitals in 
the country and excluding the big ones which are 
attached to medical colleges as teaching hospitals, 
most of these hospitals are poorly staffed and 
equipped for casualty services. Instead, providing 
Rs. 50 lakhs for each 210 properly selected district 
hospitals, will bring benefits and save many more 
lives and disablement. Cost-effectiveness can be 
further enhanced, if the ill-equipped hospitals 
situated on important and busy crossings, and high 
traffic zones of the national and state highways are 
selected. 


Mental Health Programme : This is O.K. except 
that at least 90 per cent of the funds for research 
should be placed at the disposal of the Mental 
Health Institutions and the State Health Research 
Council and 10 per cent for ICMR. 


Oral Health Programme : The Working Group 
Report has not addressed two important 
deficiencies in this area of development. Dental 
services outreach and limited manpower. In view 
of this, the 10" Plan should provide for (a) a Dental 
Clinic to be established at each Community Health 
Centre one for about 1,00,000 population), and (b) 
establishment of more dental colleges for training 
Dental Surgeons, Dental Mechanics and Dental 
Nurses or Technicians. 


Blindness Programme : There is no need to spend 
money on surveys. Action is needed because, even 
we consider cataract operations, performance is 
grossly inadequate and backlog is on the increase. 
It is, therefore, necessary to provide for an eye- 
cum-cataract clinic at every Community Health 
Centre (CHC). Since CHC has an operation theatre 
and nursing staff, all that is to be added are 
necessary equipment for eye surgery and honorary 


Geriatric Care : 
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or part-time ophthalmic surgeon. Secondly, the 10" 
Plan should provide for (a) training of optometrist 
and (b) inclusion of services for correction of 
defective vision (partial blindness) of the school 
children, by providing free or subsidized glasses. 


Since a modified National Health 
Policy is being drafted, all other related policies 
such as the policy on older persons (1999) should 
be incorporated in it. This programme is also inter- 
sectoral. Department of Social Welfare, in its Plan 
should provide for Old Age Homes for the poor 
elderly who have no care takers. Health plan 
should provide for free medical care or insurance. 
Private sector should be encouraged for such 
provision for the economically better classes by 
way of tax relief, etc. All other Departments should 
play their role, e.g. free or reduced fares for 
services, reserved seats in all forms of public 
transportation, ramps in public buildings, and 
tourist and recreational places, fifty per cent 
discounts for meals, etc. Health Division of 
Planning Commission should take up coordinating 
and linking these provisions. 


C. Reports on Rational use of drugs and Access 
to Medicines : 


This is an administrative matter and is easy 
provided Government is honest and means 
business. A simple way is to first follow its own 
list of Essential Drugs for its own purchases of 
medicines, including by its so-called autonomous 
organizations/institutions. Secondly, it is necessary 
to make obligatory to the retailer chemist shops all 
over the country, to keep adequate stocks of all the 
essential drugs notified by Government from time 
to time. These drugs should be sold strictly under 
their generic names, proper doses and prescribed 
MRP. Full information in this regard should be 
prominently exhibited by the shop keepers. People 
should be also informed the phone number and 
address of the local authority to whom complaint 
should be lodged, if any customer fails to get the 
drug, or drug required is not in stock, or the supply 
is not as per dose required or price charged is more 
than the MRP. 


a EEE UE EEIEIEISSEI SEES 


Follow-up on 15-11-2001 with Dr. Prema Ramachandran, Advisor Health, Planning Commission, New 
Delhi, regarding the meeting of the Steering Committee on Health. 
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5. Situation Analysis for Working Group - 10th Five-Year-Plan 


1. Existing scenario of health care in urban and 


rural areas: 


¢ Government, NGO and Private Sector - There 
is no coordination and real partnership between the 
Government and voluntary organizations. It is not 
recognized that voluntary organizations play 
specific roles which are complimentary & supple- 
mentary, and not subordinate, to those of the 
Governmental agencies. Most of the illnesses in 
the community are treated privately. Tertiary health 
care requires facilities and inputs such as rapidly 
growing technology, high investment and running 
costs, specialized infrastructure and sophisticated 
equipment, highly trained and experienced experts 
and their supporting team, and all time demand on 
efficient management. Tertiary care institutions are 
being actively developed by the private and 
corporate sectors. It is best to leave tertiary health 
care to the private sector. 

¢ The Public Health System - For several 
reasons, it is in moribund state. With high priority 
on family welfare programme, public health 
services are neglected. With pulse polio drive, 
immunization coverage under UPI has dropped 
significantly. WHO guidelines under the Calcutta 
Declaration and Agra Resolution of IPHA, will 
help in formulating corrective measures. 

e Pluralistic systems of medicine - Role of 
respective system needs to be defined. 

¢ Implementation of major health and FW 
programmes through Primary, Secondary & 
Tertiary care system - Primary care through 
Panchayati Raj Institutions, Secondary and Tertiary 
care through private, public and Govt. systems 

¢ Referral system - a matter of effective dialogue 
between the lower and higher levels of case 
management, diagnostic or therapeutic. 

e Manpower requirement - Many committees 
and report are available on this. However, we still 
are on training doctors and specialists (except for 
public health) with neglect of nursing, public health 
engineering, and paramedical staff. What is needed 
is to have health manpower development policy and 
special cells/units to direct and monitor training, 
facilities, quality, recruitment and deployment. 

© Utilization of facilities - Low credibility due to 
apathy & indifference of staff, poor house-keeping 
resulting in uncleanness & untidiness, poor quality 
and non-functioning of equipment, inadequate 
supplies of essential items like drugs, non- 
availability of service when needed, etc. Concern 


about the people, effective management and quality 
assurance. 

e Funding - Prevent wasteful expenditure by 
insisting on cost-effectiveness, e.g. immunization 
v/s child mortality, HIV/AIDS v/s tuberculosis. 
Not surrendering grants. Setting priorities on 
epidemiological basis, user fees for all except poor. 
e HMIS and disease surveillance - HMIS will 
not develop unless we insist on evidence-based 
actions and programme efficacy (we are talking 
about this for three decades or more. Surveillance 
has to begin from PRIs and not at top national level. 
Secondly unless the public health system is able to 
take quick and appropriate action on the warning 
and information provided through surveillance, we 
will be only wasting money and manpower. Our 
state of preparedness is invariably poor and we 
wake up only when maximum damage has taken 
place and the epidemic is on decline. 


2. Modification in policies, priorities and 
programme during 10th Plan: 


e Priority areas of research - Impact of 
introduction of Community Health Officer. Impact 
of Community Health Centre as proposed by the 
ICMR/ICSSR Expert Group Report. Up-scaling of 
Gadshiroli intervention for reducing child mortality 
and many other Health Systems Research and other 
demonstration projects. 

e Mid-course corrections - This will be possible 
only if all the current programmes and projects, 
including those with foreign funding, are objective- 
ly assessed, their impact & sustainability assured & 
cost-effectiveness established to the extent possible. 
e New initiatives - These should be decided by a 
small group of expert health managers, those who 
are testing innovative ideas in field, and health 
services research experts. 

e Development of new strategies for improved 
performance - This can and should become a part 
of activity under mid-term corrections and new 
initiatives. 

e Provision of services through primary and 
secondary health care system in an integrated 


fashion - This cannot be done as it is against the 


very concept of primary health care. What is 
required is effective two-way referral mechanism 
between the two systems, the first is essentially 
basic health service at community level mostly run 
by grass-roots PRIs & people, and secondary health 
care is hospital services by clinical specialities. 
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e Improved disease surveillance, HIMS, etc. - moribund public health system is strengthened and 
This cannot be developed as lopsided programme. primary health care programmes are fully 
This will be automatically taken care of as decentralized under PRIs. 

Sa a cs EAR ee OOOO sm aN DUO cS rs A SS cease nh WY sf 


First meeting of the Working Group, 23-2-2001, Nirman Bhavan, New Delhi 
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6. LIFESTYLE, FERTILITY AND POPULATION 


Prologue: While delivering the 9" Veda 
Prakasha Oration, I am fully aware that the 
subject of ‘population control’ was 
cherished to late Shri. Veda Prakasha. 
Problems associated with rapid growth of 
population were recognized in India since 
independence. National programme for 
Family Planning was initiated from the 
First-Five-Year Plan. Unfortunately, the 
targets set were not fulfilled. The chain of 
change of the titles from family planning 
to family welfare to reproductive and child 
health and currently to Rural Health 
Mission has been without desired effect. In 
my paper entitled ‘Critical Appraisal of 
Failures of Public Health System in India’ 
which was presented at the WHO Regional 
Conference of Public Health in South-East 
Asia in the 21“ Century, in November 
1999, I have discussed several technical 
and management factors which were 
responsible for the — shortcomings. 
Governments have not at all addressed 
these. In his review in the Indian Journal 
of Public Health Professor D. Banerjee 


gives reasons and reports that “Asha” is 
likely to be ““Nirasha”’. 


We already have population of 
about 1.3 billion. Size of our work- force 
is about the population of Europe. It is up 
to us to ensure that this large young 
population becomes an asset and not 
liability. Our priority has to make this 
potential and unique human _ resource 
economically productive. Apart from 
education and training, promoting healthy 
lifestyles will be necessary input. 


With this need in mind, I have 
selected. ‘Lifestyle, Fertility & Population’ 
as the subject of my oration. I have 
deliberately provided details in this paper 
to facilitate drawing-up action plan. 


About Life: Factors which shape life are 
shown in Diagram I. The proportion and 
extent to which these factors may affect 
life are subject to the magnitude and 
interplay of these and other unknown 
items. 


Diagram I: Factors Influencing Life 


Nature, Calamities, 
Eco-system, etc. 


Physical and 
Physiological vA 


Status of the body 


Genetic Constitution, 


Opportunities, Fate, 
4 Socio-economic 


Mind-set, Faith, 
Behaviour, and 
Psychological status 
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On Health: Health has been accepted 
world-wide as one of the fundamental 
human rights. However, health cannot be 
given or distributed; it has to be acquired 
actively and sustained. To acquire, 
preserve and promote health individually 
and collectively, and know the ways of 
preventing and handling diseases 
satisfactorily, it is necessary to understand 
the basic facts about health and disease. 
Equipped with such knowledge and 
understanding, people can take care of 
their health, prevent disease and live 


happily. 


As a matter-of-fact, health is a state 
characterized by physical fitness, ability to 
discharge various social and community 
duties; ability to deal with physical, 
biological and social stress; spirituality; a 
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feeling of well-being and contentment, and 
freedom from the risk of disease and 
untimely death. Everything in life 
influences health status of an individual 
and population. 


Influence of mind on the body is 
considerable. Yet our knowledge of 
interplay between the body and mind, and 
spiritual being is very limited. | Man’s 
internal environment is constantly under 
the influence of the external forces of 
nature. Therefore, health status is dynamic 
and relative. If health status reaches to a 
positive level, little departure or laxity 
from the usual rules of health may not 
adversely affect or upset health. There is 
strong non-specific immunity or protection 
against ordinarily harmful things. 


Table 1: Things which are harmful to health 


Understanding Disease: Disease limits 
life in its power, duration or happiness. 
Disease is caused when ecological or 
natural balance is lost. It results in 
physiological and/or psychological 
dysfunction of the body. [Illness is a 
subjective state when is aware of not being 
well. Sickness, on the other hand, is a state 
of social dysfunction, i.e., a role that the 
individual assumes when ill. On many 
occasions, illness is mild and cannot be 
detected by available means. of 


investigation and diagnosis; as such it 
cannot be labeled as a particular disease. 
Specific diseases are generally diagnosed 
only when they produce _ significant 
changes in the internal environment of man 
with or without symptoms like pain, fever, 
weakness, etc. In chronic disease the 
physical, mental, economic and _ social 
effects of the disease adversely affect the 
individual and family. However, it is 
interesting to note that in many cases, the 
changes brought about by the disease 


oe) 
es 
ON 


process are not enough to produce 


symptoms. Such a state of sub-clinical or 


minimal disease cannot be 
medical sciences and technology, more and 


more diseases can now be diagnosed long 


before the disease has produced any 


noticeable effects on the person. 


Relevance for Action: State of disease is 


7 easily 
recognized. With the modern advances of 


337 


the effect of interactions between a person 
(Host), Environment and the harmful 
Agent. Epidemiological triad is shown in 
diagram I. Prevention of disease is 
inevitable for maintenance of health. 
Prevention is possible only by 
understanding and managing relevant 
aspects of the host, agent and 
environmental origin and causes of 
disease. | 


Diagram II: Classical epidemiological triad 


Agent 


ys 


Host (Person) «4——__-» Environment 


Body Defence Mechanisms: The body is 
a self-regulatory, self-healing and self- 
cleansing wonder. We are all constantly 
exposed to the disease-producing factors, 
but only few catch the disease. Our 
lifestyle often makes our body susceptible. 
The positive mind, regularity and 
moderation protect the body through the 
central nervous, endocrine and immune 
systems. 


Health and disease: They are not sharply 
demarcated, but imperceptibly merge into 
each other like the colours in the spectrum 
of light (Diagram II). In acute illness 
disease sets in quickly. In most cases, 
especially in chronic diseases, the change 
in the beginning is imperceptible and not 
noticed. The end of the spectrum is death 
and is clear, but the state of positive health 
is not so clearly demarcated. 


Diagram III: Spectrum of Health and Disease 


Determinants of Health: Anything can 
eventually affect health in one way or 
another. But we shall consider here some 
important determinants _ that influence 


health. These are (a) genetic make-up, (b) 
environment, (c) nutrition and (d) lifestyle 
(Diagram IV). 
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Diagram IV: Determinants of Health 


Biological Factors 
(Age, sex, heredity) 


Housing 


Food and Nutrition 


Tp. 
pha 


Individual Living & 
Working Conditions 


Education, Behaviour __, 
Work Environment —> 


Income, Employment _-Y 
Opportunities 


General Environment 


Social & Community 
Factors 


<—_— 
‘ Cultural Conditions 


Individual Lifestyle Factors 
(Drinking & smoking habits, etc,) 


Health Care Services 


Water and Sanitation Factors 


Source: Health For The Millions: September/October 2000 


Genetic Constitution: Genetic make-up 
determines the health status to a large 
extent. There are well recognized 
genetically determined structural and 
metabolic abnormalities that affect health. 
Even in apparently normal persons genetic 
constitution is an important factor 
determining reactions to stress. For 
example, whether or not tuberculosis and 
leprosy infections will result in clinical 
disease depends much on the genetic 
constitution. The same is probably true of 
mental stress and of exposure to non- 
bacterial hazards to health. Environmental 
factors are also important, but usually it is 
neither possible nor easy to disentangle 
them from the genetic ones. 
Environmental impact on the organism, if 
long enough, can get programmed into the 


genetic knowledge of the body and 
influence the next generations. 


Genetic disorders are caused in 
three ways. One group of disorders is 
congenital due to the chromosome 
abnormalities and not strictly inherited. 
Example of this is Down’s syndrome or 
‘mongolism’ in which there are three 
chromosomes of number 21 instead of two 
as in normal persons. This disease 
adversely affects intelligence and causes 
other congenital defects. If sex 
chromosomes are involved the child may 
become a dwarf (XO), or hermaphrodite 
(XXY). The second kind is due to single 
gene disorders which are inherited. This 
may involve dominant gene and produce 
multiple fingers. If recessive gene is 
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involved and associated with 
consanguineous marriage, metabolic 
diseases like (PKU) phenylketonuria 


develop. A defect in sex-linked gene gives 
rise to abnormalities like colour blindness 
or haemophilia. The third type of genetic 
disorder is due to complex interaction 
between the genes and the environment, as 
in diabetes or cardiac disorders. Multiple 
genes are often involved, each gene 
carrying a small effect. 


We can do little to control genetic 
factors affecting health even when we 
know that the abnormality is caused by a 
single pair of recessive genes. Modern 
developments in genetic engineering may 
lead to some intervention. However, many 
traits depend on the interaction of several 
genes, and it is beyond our powers today to 
influence such inheritance in man. More 
and more heterozygotes carrying harmful 
recessive genes are being identified. For 
example, most carriers oof _ the 
phenylketonuria gene can be detected by a 
phenylketonuria tolerance test. | Many 
carrier females for haemophilia show 
abnormalities on special examinations of 
the blood. Other conditions which can be 
so detected include retinitis pigmentosa (a 
type of blindness), thalassaemia and sickle- 
cell anaemia. In such instances, if two 
persons carrying the same single harmful 
recessive gene marry, their offspring 
stands a one in four chance of inheriting 
the trait by acquiring a pair of such genes, 
and suffer from the disease. In case of sex- 
linked disorders, half of the sons of a 
carrier mother may suffer from the disease, 
and half her daughters may be the carriers. 
A population geneticist may be able to 
predict the risk more precisely in an 
individual case. Marriage counselling may 
help in preventing such situations. 
Secondly, genetic counselling is helpful if 
a child is born with a genetic abnormality. 


239 


The probability of subsequent children 
having a manifest or hidden genetic 
disease may be worked out by a geneticist 
or paediatrician. 


Genotype of a person indicates the 
genetic potential of the individual, e.g., 
intelligence, body build, or natural 
resistance or susceptibility to disease. 
Phenotype is the expression of the genetic 
potential, either natural or by nurturing. 
This is often dependent on environmental 
factors, way of upbringing, lifestyle, etc. 
A child may fail to attend the potential 
height if undernourished, or grows in hilly 
terrain. Without education and training, 
and challenge and stimulus, we will fail to 
reach our intellectual potentiality. With 
high standards of sanitation and personal 
hygiene, our genetic potential to resist 
infection will have synergistic effect. But 
even when endowed with the genetic 
resistance, we may suffer from infection if 
drinking-water is highly contaminated. 
Other major determinants of health, unlike 
the genes, are amenable to control. 


Environment: It plays an important role in 
determining the health status. 


The term ‘social well-being’ is not 
easy to understand. It is not dependent on 
social status. A person can be said to 
enjoy social well-being when he/she feels 
that he/she is discharging satisfactorily the 
various roles that man/woman has to play 
in the society. Thus, within your family 
you may be a husband or wife, a father or 
mother, and elder or younger sibling, etc.; 
outside the house you may have a circle of 
friends with whom you chat, play, etc.; and 
you have another type of working 
relationship with the boss, co-workers, 
clients, etc. If you feel that you are 
discharging your roles in the family, 
among friends, at work and at recreational 
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places satisfactorily, you are in the state of 
social well-being. Feeling of adequacy 
will depend upon your own beliefs, how 
you behave, and influence of others’ 
attitudes towards you. Social well-being 
then depends on how a person “fits in” into 
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his social environment. Brain-mind inter- 
action is very important. It depends on 
mental health and, which in turn, affects it. 
Obviously, it depends on physical health 
too, and is influenced by the factors that 
determine health generally. 


Table 2: Crucially favourable factors of the environment 


Good climate 


State of Nutrition: This primarily depends 
on adequate and proper food supply, 
capacity to purchase food, what type and 
amount of food you buy, type of diet, 
eating habits, and good personal and food 
hygiene. Nutrition is a basic life support. 
Both undernutrition and overnutrition are 
injurious to health. Modern behavioural 


Safe, accessible, and adequate water supply 
Sanitary disposal of excreta and all wastes 
Healthy housing 


2 ee 
Behavioural and spiritual components 

8 | Political system, stability, security, ete. 
9 | Equity, Social justice, peace, ete. 


patterns, food and eating habits, and 
changing ways of life tend to drift mankind 
from the nature and ecosystem generally. 


Healthy Lifestyle and Culture: These are 
emerging as the vital factors influencing 
health status. What are the factors? 


Table 3: Lifestyle and cultural factors 


Behaviour 
Occupation 


Economic assets and security 


ay Personal hygiene and healthy 


habits: regular use of toilet, washing hands 
before meals and after using toilet, 


Plant-based diet rich in vegetables, fruits and pulses; regularity, moderation in 


Regularity and moderation in daily routine 


Education and concern about health 


food, drinks, etc. 
| 
9 | Regular and adequate exercise, and activity 


iverse interests, knowledge or awareness of healthy practices, and so on. 
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It is important to note that a community 
which observes simple hygienic rules is 
much healthier than the one which does 
not follow. Mere provision of free drugs, 
immunization services and sanitary 
conveniences may not benefit people, if 
these are used indifferently or not at all. 


Modification of Lifestyle for positive 
health: The manner and method in which 
we spend each day of our life constitutes 
our lifestyle (dinacharya in Ayurveda). 
Ayurveda prescribes dinacharya or daily 
routine which will make the lifestyle 
healthy. All cannot follow a uniform 
lifestyle or way of living. The prescription 
has to be client specific and friendly. 
Professionals, businessmen, farmers, 
artisans, students, artists, politicians, 
sportsmen, tourists, skilled and unskilled 
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workers, etc., have to pursue different 
paths. Given healthful environment, if we 
are able to remodel and change our 
lifestyle, efforts towards health promotion 
will be smooth and_ productive. If 
lifestyles are to be changed for better 
health and happiness, it is necessary to 
understand different factors and situations 
which influence and fashion the ways in 
people start living. Let us probe into this 
issue. 


Lifestyless isi? fanrha teficctay war 
conditioning as a result of long term 
interaction between personal or group 
mind-set and behaviour in a given habitat, 
l.€., surroundings and neighbourhood. 
Diagram V_ depicts interplay between 
behaviour and mind-set vis-a-vis 
family/individual lifestyle. 


Diagram V: Genesis of lifestyle 


Neighbourhood 
Surroundings 


Because of influence of the mind-set 
and behaviour on lifestyle, at the personal 
and family level, epidemiological triad gets 
more and more specific. Interactions 
between host, agent and environment 


Behaviour <& Mind-Set 


—— Lifestyle } 


become complex events. It is here that the 
social, cultural, political, economic 
parameters come into operation. See 
Diagram VI. 


Diagram VI: Altered micro-level epidemiological triad 


ee 


Lifestyle = 


Habitat 
Neighbourhood 
Surroundings 
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Out of these complex _ inter- 
relationships, and varying circumstances 
and situations under which human beings 
live, several lifestyle patterns emerge. 
Several factors such as age, sex, education, 
occupation, culture, religion, _— etc., 
contribute to the development of different 
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lifestyles. The nature and extent of the 
variations depend on_ the differential 
influence and weightages of different 
factors listed in Diagram VII. It 1s 
needless to reiterate that various macro- 
environmental factors also influence the 
lifestyles in their own ways. 


Diagram VII: Behavioural and mind-set factors determining lifestyle 


either actively or received passively. 


It is true that factors such as health 


consciousness, knowledge on health and 
disease, and willingness to take steps to 
prevent diseases or become healthier, do 
change behaviour. A good example is the 
increasing use of bottled mineral water for 
drinking while on travel or eating out in 
order to prevent alimentary infections or 
stomach upset. Health behaviour is 
monitored and modified by the mind. A 
family or an individual who is health 
conscious may use a particular health 
facility or follow a specific hygienic 
practice. However, this does not guarantee 
that they will necessarily do what they did 
in the past or continue to behave 
consistently or use available facilities. 


Many incidences of disease or 
ailment, occurrence or absence, are due to 


Determinants of Personal Aspects of Lifestyles 


(Agent, host and environmental aspects of epidemiology merge in this situation) 
1.  Self-influence because of understanding, information, knowledge and skills acquired 


2. Family life, rearing and upbringing during childhood, examples set by the parents, 
siblings, relatives, etc. Schooling, enlightenment, role models and ideals. 

3. Community life and upbringing with the neighbours, relatives, friends, etc. 

4. Availability and experience of the private and public facilities for drinking water, 
sanitation and hygiene. Quality and efficiency of public health system. 

5. Prevailing standards of cleanliness, water supply, sanitation, housekeeping as 

observed and experienced at home, work places, eating establishments, public 

dwellings, recreation facilities, sport grounds, markets, roads, open spaces, etc. 

Influence of religious and traditional practices in vogue. Aesthetics and customs. 


the differences in the micro-ecosystems 
which influence human behaviour and 
lifestyles. Improvement in public health 
will certainly prevent infectious diseases in 
some families. Unfortunately, this may not 
be universal for all persons and families. 
The problems of equity and social injustice 
remain unsettled. Therefore, finding out 
the lifestyle factors of ill-health which are 
operating in a particular family or 
individual is important. 


The corrective measures will have 
to be family and person specific _and_ not 
bookish or customary or fragmentary. 
Secondly, such preventive and promotive 
measures should be effective in a given 
community settings and time. Generally, 
such measures cannot be universally 
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applicable, unless they are verified and 
evaluated for wider application. 


Globalization and Lifestyles: Metaphoric 
shrinking of the world during the last 
century has started the process of 
globalization or ‘equalization’ effect. As 
regards health, our major concerns are 
food, clothing, housing, and additions such 
as for drugs, tobacco and alcohol. 


Take the case of nutrition. On this 
planet man has settled and lived for 
hundreds of thousands of years in very 
diverse and dynamic habitats (environment 
is neither a satisfactory synonym nor 
description of the term habitat). During 
these long years, man was able to eat only 
locally available foods, and by trial and 
error, these foods were combined so as to 
evolve diets which provided the nutritional 


needs. On the North Pole there was no 
chance of eating (even seeing) green 
vegetables, how come the Eskimos 
maintained good health! Physiological 


adjustments were made. The metabolic 
pathways were tuned to digest these local 
foods (diets) either by modifications or 
closing some or opening _ others. 
Manufacture of vitamins by the flora of 
intestinal microorganisms is well known. 
The fact remains. We have a plethora of 
foods and diets, such Indian, Chinese, 
Japanese, American, European, and 
African. Within these broad groups there 
are more specific entities, e.g., in India we 
have entirely different foods and diets in 
Maharashtra, Gujarat, Punjab, Tamil Nadu 
Bengal, and else where. With 
globalization, all kinds of foods are 
available at door steps. With affluence, 
eating such foreign foods has not only 
become fashionable and common, but also 
a status symbol. Our gastrointestinal 
system and metabolic processes are 
conditioned for traditional diets (those 
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eaten by our forefathers), and it stands to 
reason that entirely new diet will disturb 
digestion. (Eating foreign foods is as 
unwise as running a petrol engine with 
diesel.) Adverse effects such as 
indigestion, obesity, etc., are obvious. 
Corrective measures are also being 
introduced. It is now common that the 
travel agents are now providing usual local 
foods to the tourists who visit abroad. Most 
of the migrants stick to their traditional 
foods even for generations. Whatever said 
about food applies well for the housing and 
clothing. 


With globalization, there is also 
cultural and spiritual pollution. Value 
systems are often conflicting. Commercial 
interests have resulted in some developed 
countries dumping their dangerous wastes 
which are hazardous to health, in the poor 
countries. The products such as tobacco 
products are exported and promoted in the 
developing and poor countries, when such 
products are either banned or their use 
restricted in the country of origin. People 
use neck-tie during tropical summer even 
if they are uncomfortable. These 
borrowed manners and fashions may prove 
harmful to health. However, this is very 
simple analysis and views of the changes. 


The trans-cultural interaction of over 
couple of centuries as a result of trade, 
political invasions and ___ religious 


aggressions, still continues even after the 
post-world war II era of political 
independence of the colonial States World 
over. The Eastern lifestyles are 
undoubtedly _ and undesirably — getting 
influenced by the Western lifestyles. The 
changes are often subtle nonetheless many, 
mostly the so-called educated, tend to copy 
the West blindly. 


and technology also 
They are expected to 


Science 
influence lifestyle. 


bring comfort to man and not evils of 
pollution, damage and degradation of 
environment, and ecological imbalance. 
The intention of raising the topic of 
globalization is not to go into the remedial 
measures, but to stress its significance. 
Nevertheless, human concern should be to 
retain and promote human values and 


spirituality while endeavoring for 
happiness and socio-economic 
development. Reverence for nature and 


respect to traditions are indispensable. 
Lifestyle can be neither anti-nature nor 
unnatural, because it will be anti-health. 
Very few individuals can withstand this 
general onslaught. Entire society should 
be proactive in this regard. The need of 
the day is to promote green lifestyles as 
most of Bharatiya villagers _ live. 
Movement for adopting green lifestyles is 
taking roots in the Europe. As regards the 
lifestyle, most of the urban dwellers in 
India are ‘Indians’ and not ‘Bharatiya’. 


Way to Healthy Lifestyles: How to go 
about making lifestyle healthier? What are 
the guidelines a person should pursue for 
daily routine activities that are easy to 
follow, keeping in mind __ personal 
compulsions, limitations and requirements 
with an objective to acquire and maintain 
personal and community health. As 
pointed out earlier, lifestyles vary from 
person to person and in the same person at 
different times and places. Flexibility is 
indispensable. In order to plan and lead 
healthy daily routine, one has to study, 
empower oneself and learn to critically 
look at one’s behaviour and activities in 
regard to the following items; and modify 
these, in a self determined manner, and 
endeavour to move towards better health 
and prevention of illness as and when 


necessary. This is a difficult exercise. 
What is required is to transfer of 
appropriate information, bring about 
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changes in the mind-set and amend 
behaviour. This should be the function of 
the formal education system, electronic 
media, journalism, setting role models, 
NGOs and counselling services. The 
following items are to be attended to: 


1. Regularity: Regular daily routine keeps 
our spirits up and makes us feel fresh. 
Regularity tunes our daily routines and 
habits to the bodily cycles and rhythmicity. 
Daily routines, like meal, defaecation, 
sleep, rest, work, etc., prevent imbalance 
within a system. In the alimentary system, 
if intake of food is regular, processes of 
digestion, assimilation and elimination are 
synchronized. All hygienic practices are to 
be followed regularly. Without some kind 
of regularity and rhythm, music cannot be 
enjoyed, so also health. 


2. Moderation is the golden rule of health 
and has to be followed scrupulously. This 
holds true for food, rest, work or 
recreation. Over-doing or over-acting or 
over-indulgence can be harmful; a middle 
path and avoidance of extremes has been 
advocated even in Indian scriptures which 
advise ati sarvatra varjayet (discard 
excesses everywhere). In the case of 
nutrition, it is ideal to eat little of every 
food but more of nothing. 


3. Personal hygiene and cleanliness form 
the basis of healthy behaviour and the 
backbone of lifestyle. Personal hygiene 
should neither confused nor equated with 
personal cleanliness. Cleanliness is 
certainly a part of personal hygiene, but the 
scope of personal hygiene is much wider. 
It is the science and art of preserving and 
promoting health primarily through the 
active efforts which are within the scope of 
an individual. It is practised through 
inculcating sanitary habits and healthy way 
of life. It is an efficient tool in our own 
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hands to attain good personal health. If an 
individual is constitutionally strong 
enough, and is well disciplined in regularly 
observing good personal hygiene, he/she 
can neutralize the adverse effects of the 
offending agents and the unfavourable 
environment. The following factors 
constitute personal hygiene. 


(a) Knowledge of health and disease: It is 


necessary to have fundamental knowledge 
about health and techniques of acquiring it. 
Similarly, one must understand about 
disease, how one suffers from it and how 
to prevent it. Greatest strength lies in 
knowledge which should be kept up-dated. 


(b) Motivation: Sanskrit verse, “Shubham 
karoti kalyanam, arogyam  dhana- 
sampada” (work for welfare, health and 
wealth) is often cited but not much 
practised. This is because intrinsically 
health is not valued. Importance of health 
is usually realized only when it is lost. 
Mere possession of knowledge is not 
enough for action. How many people have 
given up smoking cigarettes because it is 
known to cause cancer? All depends on 
how much importance we give to health, 
and to our attitude and concern towards 
health. Health is not the aim of life, but the 
means. Without health very little can be 
done. Happiness and efficient productivity 
are the fruits of good health. Excellent 
health is the key to success in life and all 
of us must acquire it. Since in everyday 
life many harmful influences threaten 
health, it is absolutely necessary to be 
vigilant and observe rules of personal 
hygiene. Active efforts are possible only if 
we value health and are well motivated to 
be healthy. 


(c) Physical environment: Personal 
comfort is required for happy life and 
efficient work. It is productive, unless 


345 


abused. Physical environmental factors 
such as proper ventilation (air exchange), 
atmospheric temperature and humidity, 
adequate lighting, absence of noise, etc., 
play an important role in maintaining good 
health. Personal factors like keeping 
mouth and teeth clean, bathing, cleaning 
and change of clothing and foot-wear, and 
the social factors like — satisfactory 
pecuniary condition, good occupational 
and working conditions, family life, and 
good and true social friends (in need), the 
state of mental health, etc., also influence 
personal comfort. Regular attention to 
these factors is necessary. We may not 
have full control over some of these 
factors. Yet, much can be done; there is no 
excuse for neglect. 


The home and place of work should 
not be stuffy or overcrowded. Good 
ventilation means that there must be 
adequate circulation of air. The residence 
should be free from excessive heat, chill, 
undue draught, as well as bad smell. 
Lighting should be adequate for the 
activity undertaken, e. g., more light is 
necessary for close and delicate work like 
repair of wrist watch or for reading a 
telephone directory. Less light may be 
sufficient for work like carpentry or for 
walking or socializing with friends. Glare 
as well as _ excessive shadows and 
flickering light harm the eyes, and should 
be avoided. Clothes should be properly 
selected according to the season and the 
type of protection desired. Clothes should 
be white or lightly coloured, thin and loose 
in summer. Heavy, dark coloured and 
well-fitting clothes are more protective 
during winter. Aesthetically and from the 
point of clean habit, underclothes should 
be changed and washed regularly. The 
material should be easily washable and 
permit normal functioning of the skin. 
Foot-wear should be used and_ wisely 
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selected. Foot-wear should not be 
uncomfortable and should never be tight as 
to interfere with the free movements of the 
toes and feet. A little oversized shoe is 
better than an undersized shoe. Shoes and 
other foot-wear should be repaired; and 
changed when it is worn-out. Regular use 
of shoes not only protects the feet from 
mechanical injuries, but also to a certain 
extent from infections such as tetanus, 
warts, hook-worm, and from the danger of 
snake- bite. 


(d) Personal cleanliness: Clean habits are 
basic requirement for good health. Our 
environment is full of harmful agents like 
the disease-causing germs. It is better to 
avoid contact with them. The hands should 
always be considered as contaminated 
(polluted with harmful germs). Besides 
taking bath daily and wearing clean 
clothes, developing good hygienic habits 
from early childhood is of prime 
importance. Washing feet or removing the 
shoes before entering the house; washing 
hands thoroughly with soap and water 
every time after going to toilet or latrine 
and before cooking, handling or eating 
food; cleaning teeth in the morning, after 
eating and again before going to bed; 
washing and periodically dressing hair; 
cutting the nails short and keeping them 
clean; are all examples of hygienic habits. 
Clean habits and use of soap will reduce 
the chance of getting some common 
infections and spreading them to others. 
Eyes also need special care. In the 
process of body growth and repair, billions 
of cells die daily. These are replaced by 
the new ones. The dead cells are to be 
removed from the body. Similarly, 
undigested and unabsorbed food, and the 
waste products of digestion, absorption and 
metabolism need to be eliminated. Body 
excretes these wastes and toxic substances 
through the bowels, urinary bladder, lungs 
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and skin. Cleanliness aids excretory 
function. Regularity of bowel evacuation 
every day is conducive for the preservation 


of health. 


Cleanliness which is_ next to 
godliness is also a social responsibility and 
besides our house, we should help to keep 
the public places like roads, parks, offices, 
etc., clean and tidy. Smoking in public 
places, and burning refuse and garden 
wastes add to air pollution. Habits like 
indiscriminate spitting and throwing 
rubbish anywhere are detrimental to health. 
Defaecation by the roadside and in open 
ground, or urinating at places other than 
urinals and latrines are examples of anti- 
social behaviour. Every effort to change 
these bad habits and to encourage the use 
of sanitary latrines and urinals is worth the 
trouble. Acts like coughing and sneezing 
are likely to spread air-borne diseases such 
as tuberculosis and influenza. The risk 
should be reduced by holding a 
handkerchief in front of mouth and nose 
when coughing or sneezing. 


Some common habits have 
definitely been proved to be harmful. The 
best examples are of smoking and chewing 
of tobacco, and excessive alcohol 
consumption. The scientific evidence 
against these harmful habits is so clear that 
we should stay away from these. Persons 
having these habits should give them up. 


(e) Exercise and activity: Regular and 
moderate exercise tones up the various 
systems of the body and helps to maintain 
its physiological efficiency. It keeps us 
active and cheerful. In modern way of life 
there is less and less need of physical 
activity in daily routine. Sedentary life 
coupled with the intake of excessive food 
may lead to obesity, especially if there is a 
familial tendency towards it. More on this 
topic is covered later. 
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(f) Rest_and_ recreation: Physical and 
mental relaxation is necessary to avoid 
fatigue and regain efficiency. An adult 
needs six to eight hours of sleep daily. 
Children require more sleep. Rest after 
physical and mental activity is refreshing. 
We should have varied interests in life. 
Hobbies, friends, picnics, vacations, 
meditation, play, laughter, etc., make life 
cheerful and helps to have peace of mind. 
Periodic change of activities during 
daytime is also beneficial. 


(g) Immunization and_ prevention of 
infections: Everyone, especially children, 


should be protected from the common 
communicable diseases. Immunization 
against tetanus, diphtheria, whooping 
cough, poliomyelitis, typhoid fever, etc., is 
simple and effective. Old persons can be 
protected against respiratory infections. 
Immunization schedule should be followed 
scrupulously. In order to avoid infection, 
avoid taking children while visiting sick 
friends and relatives at home or in hospital. 
After visiting or attending to a person who 
is ill, especially if he/she is suffering from 
an infectious disease, it is wise to change 
clothes and to wash hands and other 
exposed parts of the body thoroughly. 


(h) Medical care: Ail illnesses should be 
promptly attended to and adequately 
treated till cured. Self-care of minor 
ailments such as headache, loose motions, 
and injuries like trivial burns and small 
wounds, is possible. Everyone should be 
able to provide first-aid and home-nursing 
to others. Any defect in the body should 
be corrected soon after it is detected. Any 
physical deformities like squinting eye, 
carious teeth, etc., should be corrected. 
Many diseases can be effectively treated 
and cured if diagnosed at an early stage. 
Examples of such diseases are many, ©. &., 
tuberculosis, diabetes, high blood pressure, 
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cancer of various parts of the body, etc. 
Periodical medical check-up, appropriate 
to age, is valuable in this respect. 


In brief, there is no better tool than 
personal hygiene and care for attaining 
self-sufficiency and self-reliance in health 
acquisition and maintenance. It is a magic 
formula for health. We should, therefore, 
pay proper attention to various items 
indicated in this paper. 


4, Diet: Good nutrition through proper diet 
is the foundation of good health. Diet 
should not only be adequate but also be 
balanced. Regularity in meal times is 
important. It is excellent habit not to take 
the same articles of food as a routine, but 
have as much variety in food as possible. 
Most food taboos, likes and dislikes, 
usually have no scientific basis. It is not 
safe to eat food that has been’.exposed to 
house-flies and dust, or handled badly, or 
poorly stored or otherwise suspected to be 
contaminated. Food should not be handled 
with bare hands. It should always be 


covered to prevent dust and flies 
contaminating it, and stored in a 
refrigerator. Cheaper foods are not 


necessarily less nutritious, e. g., green 
vegetables are cheaper, but still are of 
greater nutritional value than costlier 
vegetables like cauliflower and fruits. For 
good health, vegetarianism is positively 
superior to non-vegetarianism. Foods of 
animal origin increase the risk of 
development of cancer. Further to the risk 
of infection, fast and processed foods 
contain excess of salt, sugar, fat, and 
calories; all harmful to health. Overeating 
is harmful. 


According to Dr Lester Breslow, a 
public health expert in the United States of 
America, obesity and physical inactivity 
are reminiscent of the ancient sins of 
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gluttony and sloth. Apart from maintaining 
ood health, it is now established that with 
proper dietetic care one can prevent not 
only gastrointestinal infections, but also 
the non-communicable diseases _ like 
obesity, high blood pressure, coronary 
heart disease, diabetes and _ cancer. 
Moderate meals, eating home-made food, 
eating less fat and fried items, eating more 
green leafy vegetables and fruits, avoiding 
improperly stored or contaminated foods, 
eating less of non-vegetarian food, etc., are 
advisable. Experiments have shown that 


reduction in caloric intake results in 
significant increase in longevity of 
animals. Therefore, it may be better to 


maintain optimum weight, i.e., maintain 
weight a little less then normal and never 
overweigh. 


5. Activity and Exercise: Physical activity 
is the essence of life: without it the body 
loses vigour and efficiency. Physical 
activity depends upon physiological, 
behavioural and psychological factors. 
Sedentary occupation and easy way of 
living are detrimental to health. Apart 
from the work, regular exercise should 
form an integral part of life. Exercise is a 
purposeful leisure time activity aimed to 
achieve fitness and good health. Every 
human being needs exercise. It is only in 
an exceptional condition like acute heart 
attack where complete bed rest is advised 
and that too for a short period of time. 
There are many ways of exercising the 
body, but all the limbs, abdomen, spine 
and the cardio-respiratory system need to 
be exerted for fitness and trained to 
function better. Exercise suitable for age, 
may take the mode of drill and gymnastics, 
or traditional twelve Suryanamaskars (a 
popular combination of yogic poses) with 
proper technique, swimming, and outdoor 
sports like kabbadi or atyapatya, tennis, 
football, etc. Exercise should be of 
moderate intensity and of 30 to 50 minutes 
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duration. A minimum of three days’ 
exercise in a week is necessary. We can 
go for a good swim, join a gymnasium or 
health club. Sophisticated equipment may 
be necessary for training in acrobatics. 
Fach exercise has its own advantages and 
limitations. We have to select those which 
suit to our requirements. Common 
difficulties or excuses for failure to take 
exercise are lack of time, bad climate, lack 
of space or privacy, ill-health, and 
associated generally imaginary risk. Good 
exercise is always refreshing and is a better 
motivating factor than mere health 
consciousness. Family members and 
friends who exercise regularly often act as 
role models. 


The aim of exercise is fitness and 
health. Regular exercise will help us to 
shed unwanted weight, or to maintain 
normal weight. Exercise helps circulation 
of blood, improves breathing, and aids 
digestion of food. The movements of 
joints remain free and muscles are kept in 
proper tone. The mind is relaxed and sleep 
is sound. Sex life is better. Regular 
exercise will help us to cope with stress 
better. The shape of the body is 
maintained giving a youthful appearance. 
All these advantages of exercise come with 
regularity of exercise. Persons not taking 
sufficient exercise, have about two times 
the risk of coronary heart attack, compared 
to more active counterparts. Many 
infirmities and disabilities of old age 
appear to be the result of habitual 
inactivity rather than aging. The 
importance and benefits of taking regular 
exercise need to be stressed because there 
is a reduction in physical activity in the 
modern lifestyle affecting adults & 
adolescents. 


The objectives of exercise are: (a) 


keep the body in good shape and gain 
strength, (b) retain efficiency of the heart 
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& lungs for cardio-respiratory fitness, (c) 
maintain suppleness, elasticity and 
balance, and (d) achieve endurance, i.e., 
stamina and capacity to work for long 
periods. These four aims can be achieved 
through a set of different exercises. For 
building muscle mass and strength, it is 
necessary to do_ exercises against 
resistance, e.g., gymnastics like jor or 
baithak, weightlifting, weight training, use 
of dumb-bells or springs, etc. For cardio- 
respiratory fitness, aerobic exercises which 
consist of free and quick movements: of 
many joints are required. Aerobic means 
using air, i., utilizing oxygen by 
contraction of muscles. When muscle 
contracts, it needs energy which comes 
from glucose and oxygen. Blood from the 
arteries supplies oxygen and glucose to the 
muscles. Blood enters a muscle when the 
muscle is relaxed. When a _ muscle 
contracts, the blood vessels get squeezed 
and blood is expelled out of the muscle 
through the veins. Blood can now enter 
into the muscle only when it next relaxes. 
Were the muscle to remain contracted, 
fresh oxygen and glucose are not available. 
Muscle then uses glycogen and fat stored 
in the muscle. Energy is obtained without 
oxygen. This anaerobic activity is harmful 
to the body due to formation of toxic 
products like lactic acid and acetone during 
anaerobic muscle contraction. For aerobic 
activity, muscles must contract and relax 
alternately. This is achieved through brisk 
walking, running, swimming, playing, or 
doing calisthenics. 


To be effective, the exercise must 
increase the pulse rate. Normal resting 
pulse rate is around 72 per minute for an 
adult. The maximum pulse (heart) rate is 
arrived at by formula: 220 - Age = X. 
During exercise, it should reach at least to 
a level of X multiplied by 2/3. This is the 
target pulse rate. Table 10.1 provides a 
ready reckoner. To illustrate, if a person is 
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64 years of age, 220 - 64 = 156, and 2/3 of 
156 is 104. So his exercise should be brisk 
enough to increase the pulse rate to 104 per 
minute. Such a pulse rate should last for at 
least for 11 minutes, minimum five days a 
week. Some experts recommend duration 
of 20-30 minutes for three days in a week. 
As a beginner, we should start with the low 
target. As we feel fit, increase the target, 
but never more than the high value in 
Table 4. Endurance is best acquired by 
undertaking slow muscular activities like a 
walk or swimming sustained over a long 
period of time. A combination of these 
four types of exercises is required to obtain 
benefit from exercise, Sipe 
Suryanamaskars and calisthenics, weight 
lifting and yoga, or swimming and games. 


Brisk walking is the ideal leisure 
time activity in modern life. As an 
exercise, walking should be adequately 
brisk and aerobic. Brisk walking is neither 
fast nor racing, it is in between. It is a 
moderate and rhythmic exercise which 
increases the respiratory and heart rates. 
Walking is much safer aerobic exercise 
than jogging, dancing or other hectic 
activities since the force of impact on feet 
is much less in walking. It is inexpensive 
because no special facilities are required 
except a pair of socks and good quality 
walking shoes which are comfortable. Use 
of shoes prevents injury to the joints and 
muscles of the legs. Brisk walking helps 
us to (a) keep fit, (b) maintain weight, (c) 
improve tone, flexibility and strength of 
muscles, (d) reduce stress, (e) improve 
stamina, and (f) protect against diseases, as 
it helps to reduce blood cholesterol level, 
and prevents bones from becoming brittle 
in old age. However, exercise benefits of 
brisk walking come only if it is adequate, 
regular and consistent and life long. A 
minimum of 30 to 40 minutes of brisk 
walking for three to four km and three to 
four times a week, along with 
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recommended increase in the pulse rate are 
cardinal features for success. See Table 4. 


It is said that walking makes for a 
long life. This is because walking not only 
promotes health, but also provides 
remedial measure for many _ illnesses. 
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These includes conditions such as back 
pain, joint pain, coronary heart disease, 
high blood _ pressure, pain _ before 
menstruation in young girls, respiratory 
problems, ailments of joints, varicose 
veins, rehabilitation of patients after heart 
attack, surgical operations, etc. 


Table 4: Target Pulse Rate on Exercise by Age 


ord: odand should be 
considered as the very basis for a good 
health. Yoga and exercise are independent 
topics, but they are complementary to each 
other and not a substitute for one another. 
Each plays a vital role. Yoga is that 
extraordinary, exemplary uniquely Indian 
technique which helps man to develop a 
deep awareness of self, of every vibration 
and pulsation within — at the body, mind 
and intellect levels, by virtue of which the 
internal and external forces can be 
mastered. The word ‘yoga’ is derived 
from the Sanskrit root yuj which means to 
join. The aim of yoga is to achieve a union 
between the individual spirits (atman) with 
the universal principal (brahman) at the 
level of consciousness. Even though there 
are many pathways of yoga, the ultimate 
aim is identical, i.e., the union of the 


‘Exercise’ 


individual soul with the universal 
principal. This leads to a state of intense 
happiness. 


6. Positive attitude and thinking: Training 
and development of mind are essential 
prerequisites to good health. Logical 
thinking and thinking of alternate solutions 
helps in choosing appropriate, effective 
and practical things to do. Value systems 
based upon positive attitudes and thinking. 
Quite often worry is non-productive. The 
best tonic for the mind is enduring 


curiosity about an ever-changing 
environment. Optimism strengthens our 
power. 

7. Occupation: Without purposeful 
occupation, life is not worthwhile. 


Occupation depends on one’s likes and 
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dislikes, education and training, familial 
background, financial Status, opportunities, 
entrepreneurship, etc. For good health, we 
should avoid stress, anxiety, hazards, and 
sedentary jobs, but compensate through 
appropriate measures like many and 
diverse interests and hobbies, exercise, 
yoga, etc. Work that one likes and enjoys 
is neither stressful nor tiring nor boring, 


8. Stress is the result of inability to cope 
with a difficult situation or inability to find 
solutions to problems. Other cause is 
habitual or excessive worry. The human 
body is amazingly resilient and one can 
find ways to unburden or work the tension 
out of the body to begin a fresh and 
rejuvenated. Things often don’t happen 
according to one’s expectations and this 
Causes stress and frustration. A change of 
activity, whether work, music or a hobby, 
helps in relaxation. The best way to get rid 
of stress is to train the body to face (such) 
a stressful situation. Insecurity is a cause 
of stress, and one has to try to do away 
with it. Resorting to tobacco, alcohol or 
addictive substances (‘drugs’) will not 
heip. Engage in some honourable work, 
yoga, meditation, exercise, music, movie, 
drama, playing games, painting, hot-water 
bath, massage, laughing out things, going 
to club or party, meeting friends, holiday, 
touring, sightseeing, etc. These are some 
of the activities which can help to reduce 
tension. 


Stress has both physical and 
psychological manifestations, e.g., high 
blood pressure, peptic ulcers, insomnia, 
gastrointestinal disorders, nervous 
breakdown, etc. There is no point in 
hankering for what cannot be or what is 
not. There should be no gap in a person’s 
expectations and reality, and any shortfall 
should be accepted gracefully. We must 
be able to adjust to our environment, care 
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for people around us and develop interests 
Which take us away from everyday living. 
We should be willing to face life squarely. 


9. Rest and Recreation: Relaxation is 
hecessary to avoid fatigue and regain 
efficiency. Rest and recreation are of 
many types and the choice differs with 
person, place and _ time. Available 
Opportunities, economic condition, 
convenience of time, etc., are other factors 
that need attention. 


10. Basic Needs: We should remember 
that contentment and happiness in life do 
not much depend on money, social 
position or material possessions. The basic 
emotional needs of man are: (a) love 
nurtured by sympathy, tenderness, 
helpfulness and tolerance, (b) 
companionship for prolonged isolation 
cannot be. tolerated for long, (c) sense of 
belonging, and recognition or respect from 
the people around, (d) independence 
together with responsibility, (e) sense of 
achievement and creativeness, (f) faith 
which gives direction and purpose in life, 
(g) satisfactory sex-life and happy 
marriage, and lastly, (h) _ physical, 
emotional and material security. It is 
essential to balance physical, social and 
spiritual needs — the ultimate determinants 
of health, efficiency and happiness. 


A long term study in California, 
revealed seven big hazards in 
modern lifestyle. These include obesity, 
physical inactivity, smoking, excessive 
intake of alcohol, sleeping: too much or too 
little, eating between meals, and skipping 
breakfast. In combination, these poor 
practices could double chance of dying 
prematurely. Further, even couple of these 
practices could lead to disablement within 
ten years or later as compared to persons 
with no more than two of these habits. 


USA, 
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Towards Healthier Lifestyles through 
Research: With the foregoing information 
and background, how to go modify 
lifestyles? How to change the mindset and 
behaviour? Can such a change be 
sustained? What is the role of spirituality 
& human value system? Obviously there 
can neither be simple or single formula nor 
ready-made answers. Health System and 
Behavioural Research and the efforts to 
modify lifestyles should go hand-in-hand 
in the same manner R&D operates in the 
progressive industries. Epidemiology of 
lifestyle will be fascinating exercise. 


Fortunately, in every society, there 
are persons and even communities who 
have developed and maintained healthy 
lifestyles despite adverse habitats and 
socio-economic conditions. This may be 
one of the ways to start. It is also possible 
to design more specific conceptual designs 
to work on. There are several lifestyle 
factors and items which are known to 
either promote or undermine personal or 
community health status. Even so, there is 
more of ignorance and vagueness than 
clarity and insight. Social scientists and 
communication experts should take up 
these and similar issues for study. 
Conceptual design for remodeling lifestyle 
to make it safer is given in Diagram VIII. 
This provides a new design for research. 


To be pragmatic, the main paradox 
is the uncertainty about what constitutes 
lifestyle which can be considered as health 
wise optimum. We have two broad types 
of lifestyles: (a) of the affluent societies in 
America and Europe and (b) of the poor 
societies in Asia and Africa. Affluent 
society lives in a safer environment with 
much less health hazards than the people in 
poorer countries who live in much hostile 
situation and are exposed to the risk of 
diseases of poverty, insanitation and 
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infection. The lifestyle of the affluent 
people, however, makes them vulnerable 
to the ailments of cardiovascular system, 
diabetes, cancer, mental derangements, 
accidents, etc. Infants and young children 
with congenital or heredity defects are 
made to survive in the affluent societies, 
while such babies die their natural death to 
much respite to the poor. The traditional 
lifestyles have evolved naturally over 
thousand of years as a part of ecosystem of 
this planet. These are gradually but 
certainly drifting towards the affluence 
ways of life. Should we wait for the time 
to answer or heed for research to know in 
advance? These are then the challenges 
we have to accept for better health and 
happiness. 


All this is not easy (see Diagram 
IX). Scientific advance, in itself, will not 
promote health so long as man has likes 
and dislikes, and activities which 
unavoidably expose him to hazard and 
worries. There are factors influencing a 
person’s health, viz. genetics over which 
we have hardly any control. Environment 
can be less hostile with progressive 
improvement in the standard of living. 
Socioeconomic development will improve 
the quality of life of the people. 
Unfortunately, many of the traditions and 
customs have become rituals or 
meaningless routines. Hygienic principles 
behind these practices are lost. 
Indiscriminate spitting is largely due to the 
lack of aesthetic and civic sense, rather 
than a deliberate act to pollute environment 
or promote the spread of infection. 
Similarly, many ‘people do not spit 
indiscriminately simply because they 
regard it as not stylish or sign of 
backwardness and not awareness of 
tuberculosis. These data are of great 
relevance to the expected behavioural 
reforms such as discouraging spitting 
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indiscriminately. Just telling people that 
the habit is unhygienic will have very little 
impact. Further, there no unequivocal 
evidence that ICE (Information, 


Communication and Education) drives 
have resulted in sustained change in the 
behaviour of the people. 


Diagram VIII: Spin-off of host and en vironment exchanges and 
behaviour and mind-set 


Environment 


Physical Psychological & 


aspects of exchanges Spiritual aspects of 
and interactions exchanges and 


interactions 


Diagram IX: Some Determinants of Behaviour and Lifestyle 


Knowledge, Insight, and Economic and 
and Habitat _ Health Consciousness Social Status 
Health Status, 
e rnerns S| Mind-set, 
Commitment, 
Cultural and P 
Social values 


Influence o 
friend, teacher, 
relative, etc. 


Public pressure, 


Family traditions, 
Ways of child rearing, Common law, 


Role models Human values 


Note: These determinants may be under: (a) common control of individual and family, 
(b) control of family and community, or (c) control of individual 


Epidemiology of Lifestyle & Health: necessary insight to the influences that 
Epidemiological studies of different help or mar the development of lifestyle 
lifestyles may not provide immediate patterns which are congenial for health 


interventions, though it will provide promotion and disease prevention. Just 
- 9 
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note the vast qualitative and _ other 
differences in the lifestyles of the youth 
and the aged; the richest and the poorest in 
any country, the village landlord and the 
peasant; minister and ordinary 
member/worker of a political party; top 
bureaucrat and a clerk; people in a true 
democratic country and those in dictatorial 
regime; the poor in USA and _ the 
counterpart in Bangala Desh; _ the 
grandparents and the grandchildren; and so 
on. Such studies will require trans- 
disciplinary teams of the experts and long 
term funding and support of the funding 
agencies. 


Ambiguity is real: Complexity and 
possible diversity makes it a challenge in 
deciding what lifestyle is healthy. Equally 
problematic is the question of changing 
behaviour. If moderation is the strategy, 
man has to aim at the least of diseases of 
affluence and of poverty and live with it. 
Diagram X. One possible way is to 
rejuvenate the aim of ‘health for all’ 
through primary health care approach and 
with appropriate changes in life. 
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Fertility: Life is propagated through 
reproduction. Reproduction 1s controlled 
by fertility. Shorter the survival, higher is 
the fertility, e.g., as in microbes and 
rodents. Higher the survival, lower is the 
fertility, e.g., as in elephants and man. 
With the same law operating, fertility is 
high among the poor people and low in the 
elites. It should be realized that the poor do 
not plan to have more children because 
infant and child mortality is high. They 
just get children unplanned - naturally. By 
itself, reduction of infant mortality will not 
result in lower their fertility. MCH services 
do not address the socio-economic 
determinants of high mortality. It is well 
known that development is the best 
contraceptive. States like Kerala and 
Tamil Nadu have reached zero growth rate 
and more States are in the line. Healthy 
Lifestyles improve longevity and reduce 
fertility. Hence are superior and more 
efficacious than physical and chemical 
contraceptives. Population in some 
countries in Europe is declining. 


Diagram X: Relationship between Economic Status & Diseases 
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Diagram XI: Contraception and F. ertility 
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Contraceptives may reduce conception 


Age at marriage 
Status of women 
Education & Equity 
Reproductive 
health care 


and thereby may limit the family size. 


Contraceptives have no effect on the 
basic determinants of fertility. 


Basic Fertility Determinants are in operation 
in the Western Countries where population got 
stabilized without family planning programme. 


Correct Strategy: It is necessary to 
change population policy. Move from old 
Strategy of “Low survival High 
fertility” to “High survival ——p»_ Low 
fertility”. The current size of our prime 
population between 18 and 50 years is over 
half billion, larger than the entire 
population of Europe. This is our resource 
and big asset. We have to educate, train, 
and provide opportunities to make this 
population capable and economically 
productive. 


National Mission or Operation Healthy 
Lifestyles: This invaluable human 
resource can be developed by widening the 
scope of Rural Health Mission to 
“Operation Healthy Lifestyles”. National 
Mission for Healthy Lifestyles should be 
initiated as inter-ministerial drive, to be 
coordinated and monitored by the Prime 
Ministers Office. With this in view, an 
approach to human resource development 
is shown in Diagram XII showing aspects 
of human resource development. 


Diagram XII: Human is the best resource 


—»  HumanResource Development ¢—_ 
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Economy Productivity 


Social wai 


Action 
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Prosperity, 
Quality of life 


Welfare 
Happiness 


Organization 


In this new programme to reduce 
fertility, priority should be given to 
alleviation of poverty and welfare of 
families below poverty line. All persons in 
these families should be reached, 
especially in “Bimaru States’ — U.P., Bihar, 
M.P. and Rajasthan, irrespective of their 
location and status. It is essential to note 
that poverty is both a cause and effect. 
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Alleviation activities should address all the 
factors that are shown in diagram XIII. 


The prime population between 18 
and 50 years, and the middle class families 
should be nurtured for rapid economic 
growth and prosperity. Thirdly, advocacy 
programme should be started for the elite 
families for adopting green lifestyles. 


Diagram XIII: Poverty — Environmental, Social, Economic, Health, Nutritional and 
Psychological Aspects 
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Wrapping up: In about two decade 


population in India, with zero growth rate, aim, our top priority should for operation 
will get stabilized, ltrespective of what we healthy lifestyles by initiating ‘National 
do or failed to do. Further, it is reported Mission for Healthy Lifestyles’. This will 
that there is progressive decline of sperm lower fertility, population stabilization will 
count globally. Our big asset is young be faster, people will be healthy and 
work- force which is about the size of economically productive, and India could 
population of Europe. It is imperative that be one of the T op World Powers. 

we make this potential human resource 


economically productive. Towards this 
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THE PHFI DISTINGUISHED LIFETIME CONTRIBUTION AWARD 
2008 


RECOGNISING ABIDING COMMITMENT TO PUBLIC HEALTH EDUCATION IN INDIA 


Du. N. S. Deodhar 


Focused and visionary researcher leading multi-disciplinary 
efforts in the areas of health sciences and health services 


Exceptional. leader in health sciences, health services, management and research 


Devoted teacher and educationist for ‘generations of public health teachers and researchers 


te 
Srinath Reddy 


President 
Public Health Foundation of India 
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Health For All in India : Policies and Programes, Extracts 
from Report of a Visit of Dr. John H. Bryant, USA 


D. All India Institute for Hygiene and Public 
Health, Calcutta, Dr. N.S. Deodhar, Director: 


I visited the Institute and met with its 
senior faculty. Most notable was reference to the 
collaborative program in Training in Epidemiology 
being developed between the Institute and CDC 
under the Indo-U.S. Cooperative Program in 
Health. There is enthusiasm for the program 
including acceptance of the strong emphasis on 
field training, which contrasts with the heavy 
didacticism in the Institute’s current program. 


The Bankura Project of West Bengal: 


As part of the national interest in developing 
models of PHC, largely — stimulated by 
Ramalingaswami, Deodhar and AIIHPH were 
asked to set up a model at the district level (1-2 
million of population), with the objective of later 
handing it over to the State of West Bengal. In 
what I consider to be one of the key decisions in 
this field in India, Deodhar refused. His decision 
was based on the conviction that the State must be 
actively involved in the development of the new 
approach to PHC, must assume the responsibility, 
grapple with the problems and develop the 
solutions, otherwise it will not understand the 
changes that are necessary. Absorbing a new 
approach to health services is not like accepting the 
transfer of a new technology. This is a process, and 
it must be learned. 


So, while refusing to have the Institute take 
the responsibility for the new program, Deodhar 
agreed to help the State to do it. These comments 
provide background for my visit to the senior 
officials of the Ministry of Health of the State of 
West Bengal. 


Deodhar and I called on Dr. P.B. 
Chakraborty, Director of Health Services of the 
State of West Bengal, Dr. A.K. Dasgupta and Dr. 
Narayan Chowdry, the latter two being assigned to 
the planning and management of the Bankura 
Project. | 

The Bankura Project will involve developing 
a PHC program for a population of 2,374,000 
people in Bankura District. They plan a six month 
period of assessment and planning, and then 3 to 5 
years to get the program operational. Additional 


staffing will be needed at the senior planning and 
management level, and the State has committed Rs. 
120,000 annually to supporting a Coordinating Cell 
for that purpose. The Cell staff will consist of a 
Project Officer, Research Assistant and Secretary. 


Some Issues: 


e There has been a decision at cabinet level in 
West Bengal to proceed with this program and to 
finance Coordinating Cells in each new district 
program on the same basis as that for Bankura. As 
the PHC programs progress in Bankura, they will 
extend the effort to other districts and use the 
Bankura sites for training. 

e Involvement of communities is essential. 
The panchayats are integral to this effort. The 
Community Health Volunteers (CHV) do not 
answer to government but to the panchayats. 
Twenty-four thousand CHVs have been trained to 
date; the target is 40,000. West Bengal has 48,000 
villages and a population of 60 million. 

e In Bankura, they will try to learn the process 
of developing PHC systems on a large scale, 
including the appropriate organizational arrange- 
ments and linkages. The problems are enormous. 
To name but one, the continuous influx of a refugee 
population means there are never enough resources 
— doctors, equipment, beds. The development of 
effective services at the village level is a must. 

Dr. N.S Deodhar: 


After several days of traveling and talking 
with Deodhar, I developed a strong respect for his 
experience, practical insights and wise ways of 
looking at health problems, particularly at the 
problems of developing effective PHC programs. 
Here are some of his observations: 


* For dealing with many health problems, 
including communicable diseases, management is 
more important than technology. 

° The highly heterogeneous populations of 
dense urban settings make it difficult for CHWs to 
function only on a part-time basis. 

a When the State of West Bengal wanted to 
implement the PHC; program widely, I said no. If 
you implement it widely, you will be fighting fires 
in many places at all times. Keep it small and fight 
small fires. (This is not to say that Deodhar is not 
in favor of proceeding with large-scale implement- 
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tation: it is within that larger scale that he counsels 
caution.) 

a (speaking of the growing dependency on 
modern medicine) To have blind faith in science 1s 
much more dangerous than to have blind faith in 
tradition and religion. 

° In developing demonstration program in 
PHC, don’t provide artificial efficiencies by putting 
in too many outside resources. I (Deodhar) might 
be the best person to develop a PHC program in 
West Bengal, but that would be artificial. Learn 
how to implement these ideas with the resources 
that will be actually available. 

2 The demonstration programs you have seen, 
such as that at Jamkhed, succeed not so much 
because of their content but because of their 
leadership. Clone the Aroles and India’s PHC 
problems would be gone. 

* Don’t underestimate the existing strengths of 
our ongoing health care programs. Don’t try to 
stop everything until the model is ready. 

e Don’t run a PHC/HFA effort as a vertical 
program. It must have a horizontal. Integrating 
effect. 

> Decentralization is absolutely essential. 
There is so much diversity in India that no single 
model can met local needs. Develop very broad 
guidelines, & than encourage diversity within them. 
e (and, at another time) It is necessary to 
decentralize planning and programming. Let the 
Government of India develop very general 
guidelines for the States. The heavens won't fall 
down if a State doesn’t pick up on it. Then 
decentralize at the State level. Let athe 
decentralization be true decentralization, of power 
and resources. 

e The Health Guide (HG, another term for the 
CHW) is necessary to ensure community 
participation. The Multi-Purpose Worker (MPW) 
is necessary to ensure the effectiveness of the HG, 
indeed is a prerequisite to Health Guide Scheme. 
Who will supervise the MPW? The CHO can do 
that. 

2 The chain of relationships, especially from 
the MPW to the HG to the community, is very 
important to transferring knowledge and under- 
standing to the community, so that the people can 
become self-reliant. You don’t want the commu- 
nity to become dependent on the HG. 

* The small PHC demonstrations, the models, 
have made substantial contributions, but beyond a 
point, they will not be important. They will not be 
implemented, but will become or remain parallel 
systems. The key step is for the States to incorpo- 
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rate the concepts developed in the models into the 
State’s own PHC programs. 

° We need better mechanisms for sharing 
experiences, for transferring insights. That can be 
more important than transferring technology. 

© There is too much information in PHC 
systems that is not used; health-related information 
then loses its significance. At least two kinds of 
information are required: that needed by the health 
worker on the spot for his/her work; and that 
needed by the higher levels for evaluation, planning 
and supervision. The information required for 
collection must be kept to a minimum. 

* Health education channeled through health 
departments is of limited usefulness. It should be 
integrated with general education, spread broadly 
through educational programs, ant not left to be 
strangulated by health departments. 

° There are serious problems with medical 
education. A university hospital is a most inappro- 
priate place to train medical students for the 
problems in India. It should be used solely for 
training in specialty care. 

* The recent reintroduction of the idea of “near 
doctors” in India deserves a brief history. Prior to 
independence, Licentiate Colleges gave an LCPS 
degree at the conclusion of three years of medical 
and surgical training following matriculation (10 
years of elementary and secondary education). The 
MBBS was also given, but for five years of training 
after 12 years of preceding education. After 
independence, the licentiate training was abolished, 
and many of the licentiates were given the 
possibility of being upgraded to the MBBS. 


Recently, with the failures of health care to 
reach larger number of people, several States have 
taken steps to bring back the licentiate, now spoken 
of as a PHC doctor. Maharashtra started a training 
program 2 years ago, but then closed it. Gujarat 
dropped it before it started. West Bengal is 
proceeding, & is now 2 to 3 years into the program. 
It is very troubled program. There is strong public 
and professional opposition; the students are on 
strike; there is uncertainty about what to call them; 
they are not to practice in urban areas; they cannot 
proceed into the MBBS programs. 


A better solution (Deodhar speaking) 
would be to modify the nursing program by adding 
six months of training in diagnosis and treatment, 
encourage males to enter the profession, and the 
nurses, as nurses, fill the function of the PHC 
doctor. (Thailand has recently adopted this notion, 
and is training nurses to be nurse practitioners in 
the PHC setting. See Trip Report on Thailand). 
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Answer is not being found in more 
doctors. West Bengal has an excess of doctors, but 
there are 400 vacancies in the health services. One 
reason for the vacancies is that West Bengal does 
not have compulsory service as does Maharashtra. 


e Progress in India since independence has 
been stupendous. We are not yet satisfied, but a 
look back over these decades is revealing. In 
Maharashtra State (Deodhar was Director of 
Health Services in that State and then Professor of 
Community Medicine in Poona before coming to 
Calcutta) {few errors heretat the time of 
independence, there were almost no roads and 
electricity in the rural areas. Now virtually every 
village has a good road, electricity and bus service. 


Commentary on Calcutta: 


My visit to Calcutta was too brief to allow 
detailed analysis of the Institute or of the PHC field 
programs. But Deodhar’s insights are very 
important. Many of his ideas were born in the West 
of India, Maharashtra State, others in the East, in 
the State of West Bengal. His thesis — that the 
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State is where the next steps in PHC development, 
the transition from micro- to macro-systems, should 
take place — needs to be respected. 


Of course, the risks of failure are higher 
under State control too; a turnover of leadership 
could lead to diminished interest of the State 
Ministry of Health; a shift I political winds could 
lead to loss of the long time support that is 
necessary to develop these systems and to promote 
their extension to other areas. The attractiveness of 
the autonomous model is that it is easier to control 
and less subject to shifts in key personnel and drifts 
in political interests. Of course, bad luck can strike 
the independent models as well, though perhaps 
less frequently. 


But I expect that if Deodhar were with me 
as I write this, he would say, “But there will be a 
time when the change over from autonomous model 
to bureaucratically directed health services must be 
made, and there will always be those risks in the 
public sector. When the State is ready to take on 
the job, then that is the time to try it.” 


Se ee Perr waar tr ROR Serer 
Dr. John H. Brant, Health For All in India, Policies and Programs, Report of a Visit, Fogarty International 
Center, National Institutes of Health, Bethesda, USA, July 1982, pp 38-45. His visit was a part of 
assignment from Department of Health and Human Services, USA Government. 
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